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Diagnosis and Treatment of Venereal Disease 


THEODORE ROSENTHAL, M.D. 


Director, Bureau of Adult Hygiene 
Department of Health 
City of New York 


MMHE broad scope of this subject really merits days of full discussion. Be- 

cause of the limitations of time, only the highlights of the subject can be 
discussed in a brief manner; I ask your indulgence because of the inevitable 
omissions. 

Most of this material is available in recent periodical literature which 
has been liberally consulted as a basis for these remarks. In the interest of 
brevity, detailed documentation is not provided, although references to investi- 
gators will be made because of the ready access to their work in recent medical 
journals. 

Great advances have been made in recent years in the clinical and labora- 
tory diagnosis and treatment of all the diseases classified as venereal; it is well 
known that the laboratory is the indispensable aid of the clinician in venereal 
disease, both in diagnosis and as a measure of progress following therapy. 
Since we are now entering the era of antibiotics, it must be understood at the 
outset that all opinions with respect to treatment should be considered as 
transitional or provisional, inasmuch as the future may provide even superior 
weapons. 

Finally, the statements which follow represent opinions and impressions, 
based upon a distillation of the work of others supplemented by practical 
personal experiences. Only procedures available to the physician, of practical 
value and application in his daily practice, will be discussed. 


Presented before the Venereal Disease Control Section at the thirty-eighth annual meeting of 
the Canadian Public Health Association, held in the King Edward Hotel, Toronto, June 12-14, 
1950, in conjunction with the annual meeting of the Ontario Public Health Association. 
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SYPHILIS— DIAGNOSIS 


Diagnosis in early syphilis, in presence of sores, either genital or extra- 
genital, or cutaneous or mucous membrane lesions, rests on clinical examination 
with the corroboration of the laboratory. To an audience of this character, 
it is assuredly unnecessary to stress the so-called ‘‘high index of suspicion” 
essential for early diagnosis, and the desirability of darkfield examination and 
serologic tests. 

The finding of treponemata of characteristic morphology and behavior 
in a sore establishes, at least in these latitudes, a diagnosis of syphilis; although 
the same cannot be said of the positive serologic test for syphilis, such tests do 
possess a high degree of specificity. 

In early syphilis, it is pleasing to observe that the doctrine of darkfield 
examination performed relentlessly and repeatedly, is gaining widespread 
acceptance as an on-the-spot diagnostic procedure. Not only primary lesions 
of syphilis, but very often secondary syphilitic lesions will yield spirochetes 
upon proper examination. There is no substitute for darkfield examination. 
In appropriate situations, especially with lesions in and about the buccal 


cavity, lymph node puncture, aspiration and darkfield examination of aspirated 
serum is recommended. 


SEROLOGIC TESTS 
Treponemal Immobilizing Antibody 


When a man is infected with syphilis, and certain other treponemal 
infections, at least two antibodies are elaborated and appear in his blood 
serum (1). These may be measured at the present time both directly and 
indirectly. Direct measurements are difficult and laborious since the virulent 
T. pallidum has not yet been successfully grown on artificial media; that such 
humoral antibodies are present may, however, be experimentally shown 
in vitro by immobilization tests (the direct observation under the microscope 
of a mixture of serum from a patient with untreated syphilis plus a suspension 
of virulent treponemes). It can also be shown that this treponemicidal anti- 
body which appears in syphilitic infection is different from the non-specific 
antibody which is the basis of all present practical technics in the serodiagnosis 
of syphilis. This latter substance, called reagin (because it reacts), is the one 
which is detected in all present-day routine serodiagnostic tests for syphilis. 

Nelson and Mayer (2) and their associates have shown that treponemal 
immobilizing antibody is not demonstrable in the serum of normal persons, or 
in non-syphilitic persons with diseases other than syphilis. The degree of 
specificity of the treponemal immobilization test for syphilis, as well as the 
complete distinction of immobilizing antibody from reagin, suggests the 
possible application of this test to the study of biologic false-positive serologic 


reactions. 
(CARDIOLIPIN 


Under the authority of the American Public Health Association, a com- 
mittee has been formed, with Dr. John F. Mahoney as chairman, for the 
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purpose of formulating, evaluating, and establishing reference-standard sero- 
logic methods for the serodiagnosis of syphilis (3). Having once been estab- 
lished, these reference-standard tests could become part of the ‘‘Diagnostic 
Procedures and Reagents’’ of the American Public Health Association and 
could function as do standard methods in the fields of milk and water analysis. 
The development and adoption of the standard antigens and tests for syphilis 
by the State laboratories would not preclude the use of diagnostic procedures 
that are now employed and may be preferred in the hospital, clinic, or private 
laboratories. 

Cardiolipin as a new antigenic component has now assumed a major role 
in the serology of syphilis. The isolation and purification of cardiolipin by 
Pangborn gave impetus to the development of new antigens, new testing 
procedures, and the modification of existing technics for cardiolipin-type 
antigens. 

Cardiolipin is a purified chemical extract of beef heart which, when 
properly combined with lecithin and cholesterol, forms a serologic antigen. 
Cardiolipin is not completely new; it is present in varying proportion in all 
beef heart lipoidal extracts and may influence their sensitivity and specificity 
as antigenic substances. 

A properly prepared cardiolipin antigen is believed to be more specific 
than the older lipoidal antigens. Moreover, its sensitivity may be adjusted 
and maintained at a determined level. This level should be established by 
clinical and serologic studies, so that serologic reports will give the clinician 
the necessary information in treated and untreated syphilis but will minimize 
the number of biologic false-positive reactions. The selection of an optimal 
level of sensitivity for a standard cardiolipin antigen will not be easy because 
of the many factors involved. 

Since the advent of rapidly completed and adequate anti-syphilitic 
therapies (first, intensive arsenotherapy and now, penicillin), more patients 
with early syphilis are becoming sero-negative; also, fewer patients are re- 
maining in the sero-positive latent classification, and fewer late manifestations 
are being observed. With the shrinkage of the reservoir of syphilitic patients, 
the biologic false-positive potential becomes more important. The number of 
individuals with biologic false-positive reactions actually may be increasing, 
or the increase may be only a relative one in relation to syphilitic patients. 
With further extension of adequate penicillin therapy, one may expect the 
ratio to change even more in the coming decades. 

It is, therefore, increasingly important that only tests of adequate speci- 
ficity be retained. The increase of specificity-potential contributed by cardio- 
lipin-lecithin antigen to tests for svphilis seems to indicate that this type of 
antigen is to be recommended until more specific reagents are evolved. 


TREATMENT OF EARLY SYPHILIS 


In the present state of our knowledge, the treatment of syphilis resolves 
itself into the treatment of the disease not as a whole, but rather of its various 
stages. In early syphilis brilliant results are being secured with any of the 


recommended intensive penicillin schedules; in sero-negative primary syphilis, 
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the cure rate approaches 100 per cent. In sero-positive primary syphilis a 
satisfactory outcome is obtained in well over 90 per cent of the cases. In 
secondary syphilis, as one would expect, the percentage of satisfactory results 
drops to say 75 per cent or even less, and in early latent syphilis to possibly 
60 or 65 per cent. 

Penicillin is the drug of choice in the treatment of early syphilis. The 
use of procaine penicillin G in absorption-retarding media permits of satis- 
factory ambulatory treatment. The recommended dosage at the present 
time is ten daily intramuscular injections of 600,000 units, making a total 
dosage of 6,000,000 units. The number of schedules advocated, or under 
trial at various treatment centres, is legion; a recent issue of the Journal of 
Venereal Disease Information (4) lists 45. 

Animal experimentation by several reliable investigators has indicated 
that bismuth and arsenic may act synergistically with penicillin (5); the 
question naturally arises as to whether we should use metallo-therapy as a 
supplement to penicillin. Merely as an example of one type of investigation 
germane to this subject, a recent study made in the New York City Health 
Department showed that in two series of patients with early syphilis, one 
group of whom was treated with penicillin alone while the other group received 
mapharsen and bismuth in addition to the penicillin, there was very little 
difference in the percentage of satisfactory results (6). (See Table I.) 

Final determination of cure in a disease like syphilis requires a number of 
years of post-treatment observation; this has been recently brilliantly exempli- 
fied in the classic study of Mahoney, Arnold and Harris (7), who published 


TABLE I 
SUMMARY AND COMPARISON OF RESULTS OF THERAPY WITH PENICILLIN 


ALONE AND WITH PENICILLIN PLUS ARSENIC AND BISMUTH 


Chargin and Associates 











Chargin and Associates | (600,000 Units Penicillin 
(300,000 Units Penicillin | Daily for 10 days followed 
Daily for 16 days—Total | by 10-20 Mapharsen 
Dosage 4,800,000 Units) | and 10 Bismuth Injections) 
Number Percentage Number Percentage 
Sero-Negative Primary Syphilis 13 100.0 | 72 100.0 
Remained sero-negative 13 100.0 70 97.1 
Relapse or reinfection 0 0.0 2 2.9 
Sero-Positive Primary Syphilis 51 100.0 67 100.0 
Became sero-negative 47 92.2 62 92.5 
Remained sero-positive 2 4.0 4 6.0 
Relapse or reinfection 2 4.0 1 | 1.5 
Secondary Syphilis 83 | 100.0 170 =| ~—:100.0 
Became sero-negative 62 74.7 132 77.6 
Remained sero-positive 17 20.5 37 21.8 
Relapse or reinfection 4 4.8 1 0.6 
Early Latent Syphilis 6 100.0 161 100.0 
Became sero-negative 4 66.7 88 | 54.6 
Remained sero-positive 2 33.3 73 45.4 
Relapse or reinfection 0 0 ae 
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follow-up observations of the first four patients of their original series, after a 
six-year period. 


HERXHEIMER REACTIONS 


With penicillin therapy febrile reactions occur in early syphilis in about 
half the patients treated, and with equal frequency and severity regardless of 
the stage or duration of the infection (8); febrile reactions occur with single 
doses of penicillin so small as to have no obvious treponemicidal effect. In 
syphilis of the central nervous system the incidence of febrile Herxheimer 
reaction depends upon the type of neurosyphilis. In patients with general 
paresis with active spinal fluid (cell counts and protein content increased), 
the reaction occurs in 95 per cent; in other types of neurosyphilis only about 
25 per cent suffer such febrile reactions. 

From the clinical point of view, Herxheimer reactions have not been 
troublesome except in patients with general paresis. The fact that Herxheimer 
reactions cannot be avoided by the administration of small doses of penicillin 
is important in all phases of syphilitic infection and especially in cardio- 
vascular syphilis, where it seems unlikely that the reaction can be minimized 
by preliminary caution. 


LATENT SYPHILIS 


The diagnosis of latent syphilis depends, as one would expect, upon the 
serologic test. The importance of proper serologic laboratory technique, the 
use of cardiolipin antigens and the possible role of the treponemal immobil- 
ization test in ruling out biologic false-positive reactions, have already been 
mentioned. 

A preliminary spinal fluid examination should be made in all cases of 
presumed latent syphilis. If the spinal fluid is abnormal, the case may be 
classified as asymptomatic neurosyphilis. 

The treatment schedule, dosage and technique of administration are 
identical with those recommended for the treatment of early syphilis, namely, 


600,000 units of procaine penicillin G in an absorption-retarding medium for 
ten daily intramuscular injections. 


NEUROSYPHILIS 


While in a sense the treatment of early syphilis and latent syphilis lend 
themselves to routinization, treatment of the late stages of syphilis may 
require individualization. The diagnosis of neurosyphilis depends not only 
upon careful physical and neurological examination, with serologic tests, but 
also on a careful examination of the spinal fluid. Penicillin has been employed 
with results ranging from indifferent to brilliant in the treatment of all forms 
of neurosyphilis. As one would expect, the best results have been found in 
cases of asymptomatic neurosyphilis, acute syphilitic meningitis and diffuse 
meningo-vascular neurosyphilis, while the late degenerative stages including 
primary optic atrophy, tabes dorsalis and general paresis have not responded 
to the same degree. It is of interest in this connection to note that fever 
therapy, either drug-induced or by electrical methods, as well as malaria, have 
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been abandoned by most centres treating neurosyphilis, in favor of penicillin 
therapy alone. 

The treatment of neurosyphilis requires, as a rule, multiple courses of 
penicillin administered by intramuscular injection. Total dosage for any 
single course should consist of from 9,000,000 units to 10,000,000 units ad- 
ministered at the rate of 600,000 units every day or every other day. 


CARDIOVASCULAR SYPHILIS 


The diagnosis of cardiovascular syphilis rests upon characteristic structural 
changes demonstrated roentgenographically and associated with one or more 
of the following: a history of infection, positive serologic reaction for syphilis, 
or definite evidence of syphilitic disease elsewhere in the body. As a general 
rule, the earlier the involvement of the cardiovascular system, the less evidence 
there will be of structural changes and consequently the more difficult to 
establish a diagnosis. The location and extent of the lesion may account for 
a variety of clinical pictures. 

Other clinical evidence of syphilis, as scars; late syphilids of the skin, 
bone, or viscera; a reliable history of the previous diagnosis of syphilis; and 
clinical and spinal fluid evidence of neurosyphilis, will be of inestimable aid in 
arriving at a diagnosis of cardiovascular syphilis. It must be remembered 
that 50 to 70 per cent of cases with cardiovascular syphilis have concomitant 
evidence of neurosyphilis. 

The serologic reaction may or may not be positive. Only about 70 per 
cent of cases of cardiovascular syphilis will reveal a positive serologic test for 
syphilis. The possibility of a biologic false-positive reaction should be con- 
sidered. 

The treatment of the patient with cardiovascular syphilis requires caution 
and judgment. The poor prognosis of some of these patients emphasizes the 
importance of prevention through diagnosis and treatment of each patient 
with early syphilis. 

Treatment is instituted with active participation of appropriate consul- 
tation in the management of the patient. 

General rules cannot be set down and treatment must be individualized. 
In most cases, preparatory treatment with heavy metals for a period of six to 
eight weeks should be employed. The total dosage of penicillin should be six 
or more million units. The individual doses are relatively small and the 
duration of treatment is fifteen or more days. 


PRENATAL SYPHILIS 


In the majority of instances recognition of infection in the pregnant 
woman depends upon the serologic test for syphilis. The eradication of 
congenital syphilis by early diagnosis and proper therapy constitutes one of 
the most brilliant achievements of modern syphilology. Serologic tests for 
syphilis are recommended in the first, and last, trimester of pregnancy. 

Penicillin in the treatment of the syphilitic pregnant woman is almost 
100 per cent effective in the prevention of syphilis in her child. Doses of 
600,000 units daily for ten days, regardless of the period of gestation in which 
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treatment is initiated, is a safe schedule to follow. Penicillin should be ad- 
ministered as soon as the diagnosis of syphilis is made in the pregnant woman. 
Treatment in emergency may begin at the time of entrance to the hospital 
for delivery and should continue post partum as for other early syphilis. 

Following completion of penicillin treatment, the mother must be followed 
clinically and with quantitatively titred serologic tests, at least as often as 
once a month until delivery. After delivery, follow-up examinations should 
be based on the stage of the mother’s infection. 

Retreatment with penicillin should be given to the mother during preg- 
nancy upon the appearance of the symptoms of relapse or possible reinfection. 
The serologic reactions should be carefully studied, and retreatment given 
upon any significant increase in titre. 

Does a woman who has been treated with 6,000,000 units of penicillin 
require further treatment in successive pregnancies? Some clinicians believe 
the penicillin treatment need not be reinstituted provided the serologic test 
for syphilis is negative. However, at this time, it seems safest to administer 
treatment during each successive pregnancy. (Table II summarizes present- 
day diagnosis and penicillin treatment procedures in syphilis.) 

















TABLE II 
| 
Syphilis | Diagnostic Laboratory Tests | Recommended Treatment 
Primary | Darkfield Examination 6,000,000 units Procaine Penicillin G 
| Serologic Test with 2% Aluminum Monostearate— 
| 600,000 < 10 days 
Secondary Darkfield Examination | Same as above—careful follow-up 
Early Latent Serologic Test | with titrated serologic test for syphilis 
Late Latent | Treponemal Immobilization Test | retreat if serologic or clinical relapse 
Late occurs 
Pregnancy 
Congenital 
Neurosyphilis | Serologic Test for Syphilis 9-12 million units Procaine Penicillin 
| Spinal Fluid Examination | G—Repeated courses __ 
| Note: Malaria and artificial fever 
| therapy obsolete 
| CauTIon: Herxheimer Reaction 
Cardiovascular Serologic Test for Syphilis 9-12 million units Procaine Peni- 
Syphilis (Roentgenogram of heart and | cillin G— 
great vessels) Caution: Herxheimer Reaction 








OTHER ANTIBIOTICS IN THE TREATMENT OF SYPHILIS 


No discussion of the treatment of syphilis would be complete without 
proper mention of the successful use of the newer antibiotic drugs. Already 
preliminary reports have appeared in the medical literature indicating that 
aureomycin, chloromycetin and even more recently, terramycin, are effective 
in the treatment of syphilis. 

Aureomycin administered orally has been used in the treatment of both 
early syphilis as well as neurosyphilis (9). 

A satisfactory course of treatment with this new drug consists of divided 
doses of from two to four grams daily for 15 or 20 days. 


In patients with 
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early syphilis, spirochetes disappear from primary and secondary lesions in 
from 23 to 30 hours. In neurosyphilis, aureomycin produced satisfactory 
clinical results as well as decreasing the activity of the spinal fluid. 

Aureomycin appears to be an effective anti-syphilitic antibiotic. The 
properties of the drug, which can be administered orally, from which allergic 
reaction is infrequent and from which the Jarisch-Herxheimer reaction is mild, 
indicate that it may be the antibiotic of choice for the treatment of some 
patients. The high rate of gastro-intestinal reaction and the necessity for 
oral administration at four-hour intervals for a number of days, are definite 
disadvantages in the routine use of aureomycin in syphilis. 


Chloramphenical (Chloromycetin) 


A number of patients with various stages of syphilis have been treated 
with chloramphenical administered orally (10). It appears to be an effective 
oral anti-syphilitic agent. The dosage of the drug is similar to that for aureo- 
mycin. 


Terramycin Hydrochloride 


Terramycin hydrochloride, the newest of the antibiotic drugs, has already 
been used in the treatment of syphilis (11). Early lesions of syphilis are said 
to heal promptly with doses of 60 milligrams per kilogram of body weight, 
per day, for eight days. 


GONORRHEA 


The laboratory diagnosis of gonorrhea depends upon the identification of 
the gonococcus. The spread, stained with a differential stain such as the 
gram, is reasonably satisfactory in the diagnosis of acute gonococcal urethritis 
in the male. In the diagnosis of gonococcus infections in the female, a more 
efficient and recommended diagnostic laboratory procedure is gonococcus 
culture. 

The gonococcus complement fixation test has not been found an efficient 
instrument in the United States, although, as you know, it is still utilized in 
England. The New York City Health Department Laboratory abandoned 
its routine use some fifteen years ago. 

The penicillin treatment of gonorrhea is extremely effective. Routine 
treatment in the New York City Health Department has consisted of a single 
intramuscular injection of 300,000 units of procaine penicillin G in an ab- 
sorption-retarding vehicle. It is important to emphasize here that no peni- 
cillin-resistant gonococci have been observed in the United States. 

In view of the possible masking effect on concomitantly acquired syphilis 
and the fact that a single dose of penicillin may successfully abort early syphilis, 
it seems reasonable to suggest a larger dose of penicillin as a routine in the 
treatment of gonorrhea. This dose might consist of either a single injection of 
600,000 units or, better still, 1,200,000 units on the occasion of the original 
diagnosis. The converse of this situation, the necessity for clinical and sero- 
logical check for syphilis, once monthly for at least four months after penicillin 
therapy, is exceedingly important. 
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The results of the treatment as described above are extremely good (12). 
Those few patients not responding to the treatment are retreated; the very few 
remaining who are not cured invariably respond to a third injection. 

All of the newer antibiotic drugs are efficient in the treatment of gonorrhea. 
Streptomycin is given by intramuscular injection; aureomycin, chloramphen- 
ical and terramycin can be given orally, although from the public health 
standpoint and in mass treatment, oral medication is not to be recommended 
asaroutine. In the treatment of such infections, 2 to 3 grams of terramycin 
given daily in divided doses once every six hours, is believed to be adequate. 
(Table III summarizes modern diagnosis and treatment of gonorrhea.) 


TABLE III 
Gonorrhea Diagnostic Tests Recommended Treatment 

In Male: Complications | Stained Spreads | Penicillin (large single 
In Female: Complications Gonorrhea Culture— | injection for purpose of 
Gonorrheal Vaginitis, | Complement Fixation Tests??} aborting concomitantly 
Conjunctivitis, etc. acquired syphilis) 

Streptomycin 

Aureomycin 

| 


Chloramphenical 
Terramycin 





LYMPHOGRANULOMA VENEREUM 


Lymphogranuloma venereum in the acute stage usually presents a typical 
clinical picture. The inguinal adenitis may be either unilateral or bilateral 
and occasionally subsides without suppuration. In the early stages of the 
disease constitutional symptoms may be observed. The ano-rectal syndrome 
is more frequently found in the female and is characterized by rectal pain, 
discharge of blood and pus from the anus, a tendency toward extreme chron- 
icity and the production of rectal strictures. 

The laboratory diagnosis of this infection depends upon either recog- 
nizing the virus, a difficult laboratory procedure, or by the use of the intra- 
dermal test, the so-called Frei test, which is reasonably specific. The com- 
plement fixation test may also be used as a diagnostic aid. 

The treatment of lymphogranuloma venereum, formerly accomplished 
with sulfonamide drugs, is now within the realm of the antibiotics (13). 
Aureomycin or chloramphenical administered at the rate of 250 mgs. four 
times a day for ten days constitutes a course of treatment. 


GRANULOMA INGUINALE 


The clinical appearance of the chronic ulcerative process involving the 
skin of the groin and ano-genital areas, without involvement of the lymph 
nodes, is characteristic of the disease. The demonstration of Donovan bodies 
confirms the diagnosis. 

For this demonstration, spreads should be made from scrapings or punch 
biopsy of clean granulation tissue and stained by Wright or Giemsa stain. 
Histologic study of tissue skin taken by biopsy from a peripheral area of 
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TABLE IV 


Disease 


Diagnostic Test 





Granuloma Inguinale 


Lymphogranuloma 
Venereum | 


Stained Spread 
Intradermal Test 
Culture? 


Recommended Treatment 
Streptomycin 

Aureomycin 
Chloramphenical 
lerramycin 





Intradermal Test (Frei) 
Complement Fixation Test? 


Aureomycin 
Chloramphenical 
(Sulfonamides) 





Chancroid 





Stained Spread 
Culture? 
Intradermal Test? 





Streptomycin 

Aureomycin 

Chloramphenical 
(Sulfonamides) 


diseased tissue may demonstrate the pathogneumonic large cells with cystic 
spaces containing Donovan bodies. 
Culture of Donovan bodies has been performed on an experimental basis 


but is not a practicable 


or simple procedure. An in 


tradermal test has also 


been described using as an antigen material from known cases, but this is also 
in an experimental stage. 
The introduction of the antibiotics has revolutionized the treatment of 


this condition. 


| ‘ . 
rae | Diagnostic 
Disease | 


Syphilis 1. Darkfield 


| 


Laboratory Test 


Examination 


Since that time 


TABLE V 
EFFECTIVE ANTIBIOTIC DRUG 


| 
| S 

o eags trepto- | Aureo- 
| Penicillin | a | . 
| mycin | mycin 


+++4+) 0 | +4++4++ 


2. Serologic Test 


| 3. Treponemal 


Immobilization| | | 
| 


| 4. Spinal Fluid 


Gonorrhea 
2. Culture 
3. Complement 


Fixation Test 


?? 


Granuloma 
Inguinale 2. Intradermal 
Test? 

3. Culture? 





Lympho- 
granuloma 
Venereum 


1. Intradermal 
Test 
2. Complement 


Fixation Test? 


Chancroid 1 

. Culture? 

. Intradermal 
Test?? 


wr 


1. Stained Spread | 


1. Stained Spread | 


. Stained Spread 


| 
++4++|/ +4 |+4+4++ 


| 
| 
| 








Streptomycin administered intramuscularly was the first 
recommended form of treatment. 


aureomycin, chloram- 


| Chloramphenical | 
| (Chloromycetin) | 


Terra- 
mycin 


| e444 


+++ ++++ 


+++ [+444 
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phenical and terramycin have been shown to be effective with oral adminis- 
tration. 


CHANCROID 


The importance of chancroid or soft chancre rests upon its possible con- 
fusion with the hard chancre or primary lesion of syphilis. Precise diagnosis 
requires identification of the bacilli of Ducrey either by stained spread or by 
culture. An intradermal test is also employed. Spreads should be stained 
with either Unna-Pappenheim or Wright stain. 

Treatment of chancroid, formerly with the sulfonamide drugs, is now best 
accomplished with the antibiotics. Streptomycin by intramuscular injection, 
or aureomycin or chloramphenical by oral administration, are effective. 
(Table IV is a résumé of current diagnosis and treatment procedures for the 
minor venereal diseases. Table V has been specially constructed to show the 
role of the antibiotics in venereal disease therapy.) 
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Cancer of the Breast 
The Invalid Evidence for Faith in Early Treatment 


N. E. McKINNON, M.B. 
Department of Epidemiology and Biometrics 
School of Hygiene, University of Toronto 


A LTHOUGH the faith that early treatment can control breast cancer mor- 

tality was well fixed before the beginning of either cellular pathology or 
modern surgery, earlier treatment has failed even to reduce that mortality, as 
recorded in vital statistics (1). The clash between the faith and the recorded 
experience indicates the need for continued re-examination of all types of evidence 
usually accepted as supporting that faith. 

One type of evidence is based on higher proportions surviving (or lower 
mortalities), for stated periods, in some series than in others, the difference being 
attributed to earlier (or different) treatment. Obviously, such comparisons, in 
order to yield valid evidence of superiority of earlier (or different) treatment, 
require that the lethal potentialities of the cases in the two or more series com- 
pared be similar. Halsted himself, in 1907, indicated that different pathologists 
would give different diagnoses of some lesions, resulting in differences in cure 
rates (2). Even in re-study of his own cases, the diagnosis in some has been 
changed to benign adenosis (3). Bloodgood, in 1923, noted the increasing in- 
clusion of lesions of uncertain lethal potentiality, which, he intimated, would 
interfere with valid comparison (4). Lewis and Rienhoff, in 1932, showed clearly 
the inadequacy of morphological criteria to differentiate between breast cancers 
with and without a high propensity for remote lethal metastases (5). These 
observations have been confirmed and widened in the intervening years (6). The 
progressively greater effort to reach cancer early has, on account of the limitations 
of diagnosis, resulted in a progressively greater inclusion of lesions of unpre- 
dictable or low lethality and, consequently, in a progressively greater dissimilarity 
of successive series of cases. In examination of representative analyses purporting 
to provide evidence of the superiority of early treatment, allowance for such dis- 
similarity was not found in any, nor in any was comparability otherwise estab- 
lished. Hence this type of evidence must be rejected as invalid (7). 

Another type of evidence is the very high percentage (60-90 per cent) of 
survivals in “Stage I” cases. As “Stage I” includes both early and late cases and 
practically all stages are found in cases of short duration, the interpretation that 
high survival rates in “Stage I” cases are indicative of results in cases of short 
duration is fallacious. Hence this type of evidence, as support for the faith in 
early treatment, must also be rejected (7). Even as a diagnosis of type (7), 
staging, like grading (6), has serious limitations as shown by the deaths in Stage 
i cases and survivals in others as well as by the lack of uniformity in staging 
criteria and in their application. 
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TABLE I 


BREAST CANCER 
FIVE-YEAR CLINICAL CURES 








Duration Number | Five-year Clinical Cures 
of of TY 

Disease Cases Number Per Cent 
Under 2 weeks 50 27 54.0 
2 weeks to under 1 month 50 17 34.0 
Under 1 month 100 44 44.0 
1—2 months 110 44 40.0 
3—5 months 126 45 35.7 
6—11 months 119 34 28.6 
Under 1 year 455 167 36.7 
12—23 months 75 20 26.7 
24—35 months 27 6 22.2 
3 years and over 38 16 42.1 
Not stated 45 22 48.9 

Totals 640 231 36.1% 











A third form of evidence is a progressive decrease in survivals in relation 
to increasing pretreatment durations (for a limited period) ; this also requires 
scrutiny. Representative of this type is that presented in a recent analysis (8), 
the pertinent data of which (with some additional combinations) and the authors’ 
comments thereon are reproduced herewith: 


“Duration of Disease on Admission—As might be expected, the earlier that patients 
came for treatment the better was their chance of clinical cure. These data are shown in 
Table XVI. [Table I in this note.] 

“There are ready explanations for the two apparent paradoxes in this table. The fact 
that the results were better in patients who had had their tumors for more than three years 
than they were in those in whom the duration had been somewhat shorter, can be explained 
by assuming that the tumors that had been present for such a long time were slow-growing, 
well differentiated ones, and, therefore, more easily cured. The good results in the group 
of cases in which the duration of disease on admission was not stated can be explained by 


the fact that most of these patients with defective histories were private ones, who did 
better as a group. 


“While it is, of course, true, as our data show, that early diagnosis and treatment is 
one of the most important factors influencing the results in breast carcinoma, there is 
a considerable group of patients in whom the prognosis is bad even though they come for 
treatment soon after they discover their disease.” (8) 


The greatest difference between 5-year clinical cures of cases of consecutive 
pretreatment durations is that between the 54 per cent for cases of under 2 
weeks’ duration and 34 per cent for those of 2 weeks’ to under 1 month’s 
durations. This is the only difference between consecutive durations that is not 
within reasonable chance fluctuation. In spite of its “statistical significance,” how- 
ever, its real significance is open to question. As the authors emphasize, there 
may be considerable discrepancy between alleged and actual first appearance; 
thus, as some of the cases of either group (under 2 weeks or 2 weeks-under 
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1 month) may actually belong in the other, the separation has not the precision 
that might be inferred from the figures or that would be required for a solid 
basis of comparison. Further, the high ratio which the inapparent, unknown 
duration, before detectability, must bear to each of these very short apparent 
durations detracts from the significance of the latter. In addition, the incon- 
sistency of the pattern—a decrease in survivals between the first and second 
period, then an increase and then a decrease for each subsequent period up to 3 
years—indicates the need for caution and indicates, too, that it would be rash 
to attribute the difference between the 54 per cent and 34 per cent to a time 
factor alone. 

If these first two short periods are combined in spite of their statistically 
heterogeneous nature (generally a bad practice, the statisticians say), the de- 
crease in 5-year clinical cures of cases of the first 3 years’ pretreatment durations 
becomes consistent—44, 40, 36, 29, 27, 22 per cent. The consistency is in itself 
good evidence that the progressive decrease is due to some factor other than 
chance. But before concluding that it is the result of treatment at different dura- 
tions, the possibility that it might be found without any treatment must be 
considered. 

Table II (9) demonstrates that decreasing survivals in relation to increasing 
durations are actually found in the untreated in the natural course of the disease. 


TABLE II 


FIVE-YEAR SURVIVALS (DALAND’S SERIES) 
(UNTREATED) 





| 
Duration* | Five-year Survivals 
(Years) Cases © | ————._ ——— —— 
| Number | Per Cent 


0 100 = i 2 
1 79 14 18 
2 59 9 15 
3 40 9 22 
4 30 6 20 
5 22 5 23 
6 14 3 21 
7 9 | 2 22 
8 9 0 0 





*From alleged first appearance and 1, 2, 3, etc., 
years subsequently. 


Wide variations in both the magnitude and sequence of survivals in different 
series are inevitable on account of differences in selection of cases, completeness 
and accuracy of observation, recording, and possibly other factors such as age, 
unrelated disease and general care—as well as chance. However, as this general 
pattern of decreasing survivals in relation to increasing durations is found thus 
in the untreated, it is obvious that when found, even with wide variation, in the 
treated it could not be confidently attributed to treatment. Therefore, the decrease 
in 5-year clinical cures in relation to increasing pretreatment durations is not 
sound evidence of the superiority of early treatment. 
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Thus, neither the evidence based on comparison of survivals or mortalities 
of different series, nor high survival or low mortality rates in “Stage I” cases, 
nor decreasing survivals or increasing mortalities in relation to increasing pre- 
treatment durations, as found in representative reports, provides any sound 
support for the faith that early treatment can control breast cancer mortality. 

As the limitations of diagnostic criteria coupled with the effort to treat 
cancer earlier practically preclude the possibility of comparability of any two or 
more series of cases, final appraisal of results of treatment must be, to some 
considerable extent, dependent on the records of vital statistics. As noted, these 
records, too, fail to provide any evidence of the superiority of early treatment 
but provide evidence to the contrary and, in doing so, clash only with a faith that 
has no sound evidence to support it. 

On the other hand, throughout all the reports examined, in some overlooked 
by the authors but in others duly noted and emphasized (5, 13, 18), there is 
consistent and convincing evidence that the cancer type—its propensity for remote 
lethal metastases, whether dependent on the tumour cell or on the host and often 
not diagnosable with certainty—plays the predominant role in determining the 
outcome. .In this connection, it is pertinent that Haagensen and Stout (8) 
obtained 5-year clinical cure in 61 per cent of cases without axillary involvement 
and in 21 per cent of cases with axillary involvement, without distinction as to 
time. This 3-fold difference in survivals is greater even than they found over the 
widest spread in durations (from under 2 weeks to 24-35 months) and is in full 
accord with their statement that “Among all the factors influencing the prognosis 
of carcinoma of the breast, treated by surgery, that of involvement of the axillary 
lymph nodes is probably the most important.” Further, they proved axillary 
involvement in no less than 50 per cent of their cases of under 1 month’s alleged 
duration.* As noted previously (7), axillary involvement in such a high pro- 
portion of very early cases shows clearly that that involvement is an indication 
of type of cancer rather than of duration and this, coupled with the 3-fold differ- 
ence in survivals without distinction as to time, provides substantial evidence 
that the type rather than the pretreatment duration determines the outcome. It 
is noteworthy, too, that Haagensen and Stout, as others before (5, 13, 18), 
attribute the increase in clinical cures of cases of longer pretreatment durations 
to the type of lesion. The same explanation is equally and consistently applicable 
to variations in mortalities, survivals or clinical cures of cases of shorter pre- 
treatment durations (13). Thus the type of cancer determines not only the 
outcome but, in fatal cases, its time. 


Prolonging life in absence of cure in breast cancer 


It is well recognized that the great majority of deaths from breast cancer, 
treated or untreated, are due to remote metastases (11). Of the treated cases 
who later succumb to the disease, only the minority, 20-30 per cent, show local 
or regional recurrences which could serve as continuing or recurring foci for 


*More intensive investigation through serial sections would undoubtedly have revealed 
an even higher proportion of axillary involvement, thus bringing the authors’ findings into 
general agreement with those of Park who found that “the increase in frequency of metastasis 
(lymph nodal) with increased duration after onset of symptoms is so slight as to be hardly 
significant.” (10) 
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dissemination of metastases. There is no evidence that, in this minority, death 
is longer postponed than in those who succumb without local recurrence. There- 
fore, there is no evidence to suggest (except in isolated instances) that the local 
or regional recurrences actually serve as the distributors for the remote metastases 
which cause the fatal outcome; their distribution would appear to have been 
earlier and from the primary lesion. In the majority, the 70-80 per cent, who 
succumb without developing local recurrences it is obvious that, in most of these 
cases, remote metastases must have been similarly disseminated from the primary 
lesion though they had not become manifest by the time of treatment. There is 
no concurrence or convincing evidence that the primary lesion—its presence or 
absence—has any specific effect on metastases already spread. Therefore, from 
that standpoint, there is no good reason for assuming that treatment of the 
primary lesion materially prolongs life in the majority of those cases in which 
it does not cure the disease. Further, experience has amply demonstrated that, 
in cases with manifest remote metastases, radical treatment of the primary lesion 
(with local success possible in some) does not prolong life (8). The practically 
universal practice of withholding radical treatment when remote metastases are 
present is based on that experience. Obviously, then, the contention thatetreatment 
prolongs life where metastases are not manifest and their development a subject 
of speculation, is quite inconsistent with withholding radical treatment when they 
are manifest and their further development thus subject to observation. 


SUMMARY 


As the faith that early treatment can control breast cancer mortality clashes 
with the failure of earlier treatment to reduce that mortality, continued scrutiny 
of evidence generally accepted as supporting that faith is necessary. 

The fallacy of such evidence drawn from invalid comparisons of dissimilar 
cases has been exposed previously, as has the fallacy of interpreting high cure 
rates in “Stage I” cases as evidence of the value of early treatment. 

Another type of evidence is a decrease in survivals in relation to increasing 
pretreatment durations, for a limited period. Such a decrease in survivals related 
to successive durations is found in untreated cases, and, therefore, when found 
in treated cases, cannot confidently be credited to treatment and does not provide 
sound evidence of the superiority of early treatment. 

In representative analyses and reviews purporting to provide evidence of the 
superiority of early (or different) treatment, the data in that regard can be 
consistently interpreted as further evidence that the type of cancer rather than 
pretreatment duration (or type of treatment) determines the outcome and, in 
fatal cases, its time. 

The contention that treatment generally and materially prolongs life when 
it does not cure is based on speculation, is incompatible with other findings, and 
is inconsistent with the practically universal practice, based on factual experience, 
of withholding radical treatment where remote metastases are already manifest 
and their subsequent development subject to observation rather than speculation. 

Thus, the evidence examined, incomplete but fully representative and usually 
accepted as substantial, has failed to provide any sound support for the faith that 
early treatment can control breast cancer mortality. 
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Such a faith, unsupported by fact, is a poor basis for either clinical practice, 


public health policy or its attendant propaganda. 


I am deeply grateful to my colleagues, Mrs. M. R. Richardson and Mr. D. B. W. Reid, 


for complete statistical analyses of all the cancer data referred to in this and preceding 
notes; their findings have been freely used throughout. I am similarly grateful to them for 
their constant help and criticism. 
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= Haagensen, C. D.: Carcinoma of the Breast. American Cancer Society Inc., 1950. 
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Personnel: The Key to Successful Cleansing of 
Kating Utensils Used in Public Eating 
and Drinking Establishments 


ROBERT M. CAIN 
Department of Bacteriology and Immunology 
McGill University 
Montreal, Quebec 


— an investigation into dishwashing procedures, one of the purposes was to 
correlate, in so far as possible, the direct responsibility of the personnel in- 
volved with the resulting bacterial counts after each utensil had been cleansed. 
The bacteriological plate count was used as a means of determining the degree 
of bacterial cleanliness which was the basis of grading the personnel under 
investigation. The routine for obtaining samples was patterned after that set 
forth in the U.S. Public Health Bulletin No. 280. Briefly, this is as follows: 


Cotton wool swabs on steel wire or wooden applicator sticks were sterilized dry in 
a test tube. Prior to sampling, these were transferred to bacteriological test tubes measuring 
15 x 100 mm. that contained 4 ml. of sterile watery phosphate buffer solution of pH 7.2, 
the amount necessary to take samples of four utensils selected at random immediately after 
washing. To obtain samples, the swabs were removed from the test tubes and the excess 
moisture was removed by pressing the swab against the inside wall of the containers. 
Surfaces being tested were stroked firmly, three times, reversing the direction of the stroke 
each time. The swab was then replaced in the container and the same procedure was followed 
for the three remaining utensils in that group. The utensils considered significant for grading 
purposes were spoons, plates, glasses, and cups. 

The surfaces that were swabbed were as follows: 

Spoons: the entire surface of both sides of the bowl. 
Cups and Glasses: the entire inner and outer rims to a depth of one-half inch. 
Plates : four square inches of the surface, swabbed by estimation. 

Usually within forty-five minutes, and no longer than ninety minutes after sampling 
was begun, the suspension fluid was plated by the method described in U.S. Public Health 
Bulletin No. 280. Using a sterile pipette, 1 ml. of the suspension was transferred to a sterile 
Petri dish and approximately 10 ml. of sterile glucose-tryptone extract agar (without milk) 
was added. Mixing was accomplished by rotating the plate. After the agar had set, the 
plates were inverted and incubated at 37°C. for forty-eight hours, after which time colony 
counts were made. 


There are several examples cited in the literature where lack of training 
and improper techniques have been thought to be responsible for poor results 
obtained in using mechanical dishwashing equipment. Mallman (1), Higgins and 
Hobbs (2), Buchong and Fletcher (3) and others advocated the adequate train- 
ing of personnel to enable them to function with their equipment as a team. Bryan 
(4) has pointed out that the proper scraping and stacking techniques for process- 
ing utensils through mechanical equipment is of the utmost importance. Further, 
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such things as the scraper removing and drying cleaned utensils (5) and two 
trays of glasses being stacked on top of each other for cleansing have been 
cited (6). These are direct examples of carelessness due to improper training. 
But as far as can be cetermined, there are no direct plate counts to prove the 
fallacy of such practices. In the present investigation, several interesting examples 
were obtained which lead one to believe that much more stress should be placed 
on the training of personnel before they are given the duty of washing eating 
utensils. Such things as time, carelessness, lack of knowledge and overconfidence 
in the equipment will be shown to be contributing factors to unsatisfectory results. 
These incidents will be discussed briefly as they occurred in the various student 
dining halls investigated. 


DINING HALL A: 


This dining hall uses a single-tank type of machine for washing all utensils 
except glasses that are washed by hand. The regular operator has had several 
years’ experience with the present equipment. The relief operator was hired 
during the fall of 1950. The person responsible for washing the glasses has been 
employed in her present position for several years. 

Two specimens, taken five days apart, resulted in bacterial plate counts on 
spoons that were too numerous to determine. On both these days, the regular 
operator became rushed in his work and failed to wash the silverware at all. 
Instead, he merely gave the utensils a brief rinse at 170°F. (approximately 30 
seconds) and then the silverware was towelled to remove the adherent food 
particles. Here, we see an experienced man becoming the victim of “rushing”. 

A week later, another count from spoons was too high to determine. Again, 
time as well as carelessness was to blame. It had been established that silverware 
should not be packed in the processing trays in more than three layers and that 
the trays should be shaken at least twice during both the wash and rinse cycles. 
Yet, on this particular day, the tray was packed to the rim and the shaking was 
omitted in both washing and rinsing. The operator was again in a rush and 
failed to follow the necessary precautions for effective washing. 

Two instances of bacterial plate counts on dishes, although within acceptable 
limits, reflect the lack of training of new personnel and at the same time demon- 
strate the relative efficiency of the mechanical equipment. These counts were three 
and four times higher than the average count of four colonies obtained as the 
result of the work done by the regular operator. The explanation in this case is 
that the dishes were stacked in the processing trays at an angle of about 60° to 
the horizontal instead of vertically which is the usual practice. Thus, lack of 
knowledge is shown to defeat the efficiency of the equipment. 

Colony counts from glasses again reflect the inadequate training of personnel. 
Glasses were washed in warm soapy water and rinsed in warm water that con- 
tained a small amount of Diversol, a commercial bactericidal agent. Specimens 
were obtained before the glasses were towelled and all counts were well within the 
acceptable limit set forth by the U.S. Public Health Service; that is, 100 colonies 
per utensil being the upper limit of satisfactory cleanliness. However, on two 
days, when the relief operator assumed the glass-washing duties, the counts 
jumped to 244 and 188 colonies per glass from a former high of 48 colonies. 
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DINING HALL B: 


A single-tank machine is employed in this dining hall for the purpose of 
washing plates and silverware, the cups and glasses being done by hand. Both 
operators of the machine are members cf staff of long standing. 

A newly hired operator was assigned the task of washing cups. This she 
did, but towelled the cups immediately after washing, completely omitting the 
rinse. On the two days this person was responsible for the cups, counts of 162 
and colonies too numerous to determine resulted from the specimens. By direct 
comparison, the highest count obtained from swabbing cups washed by the 
regular operator was only 45 colonies per utensil. Again, the lack of proper 
training is reflected in the poor results. 

A most interesting incident was observed in the process of washing glasses. 
The first sample yielded a count of 273 colonies per glass but the next five 
specimens yielded counts of 40 colonies and under. It was believed that the 
presence of a member of the Department of Bacteriology had a psychological 
effect on the staff in that they realized that they were being watched and conse- 
quently they paid a little more heed to their duties. With this thought in mind, 
the dietitian was contacted and told that the counts obtained from glasses were 
not satisfactory (which was not the actual case) and that it was thought advisable 
to institute a pre-soak of the glasses in water containing javel water. This was 
done and it was explained to the staff that the chlorine in the javel water would 
aid in killing the bacteria present on the glass rims. As expected, on the two days 
that the pre-soak was used, instead of falling, the counts rose to 173 and 448 
colonies per glass. It was noted at the time that the glasses were pre-soaked for 
about five minutes, but in the washing process only a token job was done. The 
presoak was discontinued, since it was irritating to the skin, and more soap plus 
a dish cloth were used. The counts again fell to within acceptable limits. Here is 


an example of what is thought to be overconfidence in the equipment resulting in 
a slackening of duty. 


DINING HALL C: 


A two-tank machine is used for processing all the utensils. The glasses are 
given a thorough hand washing and rinsing before being sent through the 
machine to prevent streaking. Javel water is used in the wash tank. The operator 
is well experienced in this type of work and has had adequate experience at it. 

A count obtained from glasses resulted in 230 colonies per glass. However, 
it was noted that the glasses were being processed through the machine lying on 
their sides rather than inverted. The correction of this procedure restored counts 
to within acceptable limits. This is another example of improper training defeating 
the purpose of the equipment, for from this time on, all counts from all utensils 
were well below 100 colonies per utensil. When a new relief operator was hired, 
he failed to add the javel water to the wash tank and counts rose on cups and 
plates, but were still within the acceptable limits. Again, lack of proper indoctri- 
nation is shown to be reflected in the results obtained. 
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DINING HALL D: 


A single-tank machine is used for processing all utensils except glasses 
that are washed and rinsed by hand. The operator of the machine and the 
person responsible for washing glasses are employees of long standing and seem 
to be thoroughly familiar with their jobs in so far as their training has gone. 

During the holiday of the glass washer, the regular machine operator per- 
formed the task and all counts resulting from his work were below 100 colonies 
per glass. However, a relief operator washed the glasses on one day and the 
count resulting from his work was three times higher than the highest count 
obtained from the regular operation, the former count being above 100 colonies 
per glass. On two days, help was called from the kitchen for the purpose of 
washing glasses and both counts were too high to determine. Both of these 
examples again reflect the need for proper training of personnel. 

The factor involving time may again be illustrated as being detrimental by 
examining a rise in colony counts obtained from dishes washed by the regular 
operator. The average count resulting from his work was approximately seven 
colonies per dish. However, on one day during which he became rushed, scrap- 
ing of the dishes was only haphazardly done and the colony count rose from the 
average of 7 to that of 60. Although this is still an acceptable count, it is men- 
tioned to show that variations in technique in an otherwise responsible person 
may have deleterious effects. 


SUMMARY AND CONCLUSIONS 


A bacteriological plate count has been used as a method of grading operator 
technique in washing eating utensils in four student dining halls. 

Specific examples of variations in plate counts resulting from carelessness, 
overconfidence, and being rushed, are presented. 

It is concluded that as long as there is improper training of personnel 
responsible for cleansing eating utensils used in dining halls, the resulting lack 
of knowledge on the part of the operator will serve to defeat the purpose of the 
mechanical or manual equipment. A well-trained operator can obtain good results 
from average equipment, whereas the poorly trained operator can expect nothing 
but poor results from the same or better equipment. 
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Two Cases of Rat-Bite Fever due to 
Streptobacillus Moniliformis 
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AT-BITE fever has long been recognized in certain parts of the world, 

notably Japan and India, and case reports in considerable detail are to be 
found in the literature of many countries. Yet in several respects it remains a 
peculiarly baffling disease. Its symptomatology and course are extremely vari- 
able, the response to treatment is unpredictable, and the aetiological agent is 
elusive and complex, or even multiplex. Various aspects of rat-bite fever have 
been well reviewed by McDermott (1), Bayne-Jones (2), and Brown and 
Nunemaker (3). The main purpose of this communication is to draw attention 
to certain laboratory diagnostic difficulties, encountered while investigating two 
undoubted cases of the disease, from both of which Streptobacillus moniliformis 
was isolated by blood culture. 

Apart from infection acquired accidentally through bites of pets, or occu- 
pationally from laboratory animals or sewer rats, the disease is as a rule associ- 
ated with very squalid living conditions. Hence, although everywhere com- 
paratively rare, it probably occurs more often than is generally suspected. 
According to Brown and Nunemaker (3), during the period 1916-1940 in- 
clusive, no fewer than 125 cases of rat-bite fever were reported in the United 
States, in which a causal micro-organism was allegedly identified. In many 
other instances, the diagnosis rested upon the history and symptomatology 
alone, while numerous additional cases doubtless went unnoticed or unrecorded. 

Brown and Nunemaker’s summary extended from 1916 onwards because in 
that particular year two different agents were separately described—in the 
same volume of a well-known journal—as responsible for rat-bite fever. These 
agents were the Streptothrix muris ratti of Blake (4), or Streptobacillus 
moniliformis as it is now generally known, and the Spirocheta morsus muris 
(Spirtllum minus in current terminology) of Futaki and associates (5). In the 
United States, as judged by the series of cases quoted, the streptobacillus appears 


to be gradually superseding the spirillum as the reputed infective agent of rat- 
bite fever. 


Based on papers presented at the fifth annual meeting of the International North- 
western Conference on Diseases of Nature Communicable to Man, held at the University 
of Washington School of Medicine, Seattle, August 23-25, 1950, and at the eighteenth 


annual Christmas meeting of the Laboratory Section, Canadian Public Health Association, 
held in the Chateau Laurter, Ottawa, December 18-19, 1951]. 
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In Canada, by contrast, only 8 authentic cases of rat-bite fever have been 
described in any detail. The first of these was reported by Reddy (6) in 1924. 
Another case was noted by Stewart (7) in 1928, while Murray (8) in 1930, 
and Melanson (9) in 1933, also described single cases. In 1933, Stewart (10) 
reviewed the foregoing cases and reported 3 new ones, and in 1940, Cabana (11) 
added one other instance. Seven of these 8 cases occurred in the city of Montreal, 
the remaining one in rural Nova Scotia. They all developed during the months 
of July to November. The series included 4 males, aged 6 months, 4, 11 and 17 
years; and 4 females aged 6 weeks, 3, 4 and 24 years. There were no fatalities. 
Each patient received injections of an organic arsenical, and recovery was 
ascribed to this treatment in all save two refractory cases. Nevertheless, the 
evidence that these cases of rat-bite fever were due to Spirillum minus (which 
in every instance appears to have been the suspected causal agent) is on the 
whole unconvincing. 

The Wassermann reaction was negative in all the cases. In 5 of them, no 
spirochaetal organisms were found. Reddy (6) claimed that India-ink smears 
of his patient’s blood showed “suspicious looking organisms resembling spiro- 
chaetes”. In one of Stewart’s cases (7), “spirochaetes were found in a gland 
of an inoculated guinea pig, but were not demonstrated in the blood of the 
patient, either by darkfield illumination or in stained smears”. On the other 
hand, dark-field examination of centrifuged plasma from Melanson’s patient (9) 
showed “mobile spirochaetes . . . as many as three in a field’. Spirochaetes were 
not found while the patient was afebrile, but reappeared in the plasma during 
a new paroxysm of fever. The patient’s citrated blood was inoculated into 
domestic rats, amd spirochaetes were observed 6 days later in their blood. But 
here again, no identifying characteristics of the “spirochaetes” are given, and 
on the published evidence this case can hardly be definitely ascribed to Spirillum 
minus, Indeed, due weight to the contrary should be attached to the observation 
that an animal caretaker, badly bitten on the hand by one of the “successfully 
inoculated” rats, failed to develop any symptoms of rat-bite fever. 

The foregoing reports contain occasional references to negative blood 
cultures, but no systematic attempt appears to have been made to isolate Strepto- 
bacillus moniliformis, using appropriate media of high serum content. In fact, 
the only traceable allusion to this agent is a brief comment by Stewart (10) 
that “the possibility of a streptothrix or leptothrix infection” had not been 
excluded in one of his cases which proved intractable to sulpharophenamine, 
and in which no spirochaetes were demonstrated. The 2 cases of rat-bite fever 


described hereunder apparently represent the first examples of Streptobacillus 
moniliformis infection recorded in Canada. 


Case HIsTORIES 


The opening setting for this episode was a decrepit wooden water-front 
house at the entrance to Vancouver harbour, inhabited by an Indian “chief” 
with an extensive family of children and grandchildren. The chief carved totem 
poles for tourists at twenty-five dollars a foot, and owned a Packard car; but 
his attic overflowed with rat faeces, and the ground floor from pantry to toilet 
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bowl furnished board and lodging to dozens of rodents. The family sought 
refuge mostly in the bedrooms. 

Late in April 1949, a one-year-old grand-daughter of the chief was bitten 
on her little finger by a large brown rat, seen sneaking out of the bedroom 
window by the grandmother, who with several others shared the room. Accord- 
ing to the old woman, by the second day the infant’s hand was red, swollen and 
painful, a rash seemed to be spreading from the arm to the body, and the child 
looked very ill and feverish. Two nights after this infant was bitten, a cousin, 
aged 3 years, was similarly bitten on her thumb. This child developed a milder 
febrile attack, with some spots which the grandmother said looked like measles. 

These initial symptoms soon subsided. However, on the sixth day after 
the first child was bitten, both again fell ill with vomiting and fever. The infant 
had an urticarial rash on the back, thighs and buttocks, some of the spots being 
as large as a twenty-five cent piece. The older child, bitten 4 days before, 
developed similar spots on the legs and back, and her face swelled alarmingly. 
The doctor was telephoned at this juncture, but was unable to visit them until 
next day. By then this second febrile attack had likewise subsided, and the 
small patients were running around apparently afebrile, although the younger 
still had a few obvious spots. The bite wounds had already healed cleanly. At 
no stage subsequently were there any signs of local suppuration, chancre forma- 
tion, or breakdown, although several weeks later the scars left by rat incisors 
were clearly visible. 

As the children seemed all right, no treatment was prescribed. Five days 
later, on the twelfth and tenth days respectively after being bitten, they were 
admitted to hospital, the infant quite ill, and the 3-year old slightly afebrile. 
Blood samples taken from both on admission, and on several subsequent occa- 
sions, yielded a pure culture of Streptobacilius moniliformis. 

The older child showed a low-grade intermittent fever for about 11 weeks 
after being bitten, during most of which time she was in hospital. A transitory 
facial swelling recurred just prior to hospitalization, a swelling was noted above 
the knee on admission, and in hospital the child developed a painful and slightly 
enlarged ankle joint, which persisted for a few weeks. The only other apparent 
abnormality was the sporadic appearance of a few urticarial plaques. Although 
essentially an ambulatory case throughout, this patient yielded blood cultures 
positive for Streptobacillus moniliformis, and later for a pleuropneumonia-like 
organism, up to 10 weeks after the bite. Specific streptobacillary agglutinins 
against a suspension of the homologous organism reached a maximum titre of 
1 :160 in the blood serum about 4 weeks after the infection commenced. The blood 
Kahn and Wassermann reactions were negative throughout the course of the 
illness. 

The younger child, whose symptoms were from the beginning more severe, 
remained in hospital for about 3 months. She developed a marked secondary 
anaemia, and her white blood cell count ranged from 10,000 to 15,000 per c. mm. 
Her temperature chart showed wider fluctuations than her cousin’s, there being 
3 or 4 exacerbations of quite high fever, to 103° on one occasion. A few large 
urticarial papules emerged with each pyrexial bout. Her last positive blood 
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culture, like her cousin’s, was taken about 10 weeks after she was bitten, by 
when the streptobacillary form of this organism had also given place to its 
pleuropneumonia-like variant. This patient’s titre of circulating agglutinins for 
Streptobacillus moniliformis, tested on several occasions during her stay in 
hospital, fluctuated between 1:20 and 1:80. The Kahn and \Wassermann reactions 
were again consistently negative. She was readinitted to hospital with otitis 
media some 5 months after her streptobacillary infection began. The attack was 
preceded by a papular urticarial rash, and accompanied by a rise in the specific 
agglutinating titre of the serum to 1 :320. But the blood culture proved negative, 
and there was no conclusive evidence pointing to a recrudescence of strepto- 
bacillary infection. After this incident, no further trouble was reported in either 


Case. 
LLABORATORY FINDINGS 


Many snares confront the laboratory worker who is attempting to identify 
the causal micro-organism in a rat-bite fever episode. Some allusion to certain 
of these difficulties may prove helpful to others; and also may serve profitably 
to focus attention, and to direct emphasis, upon the streptobacillus rather than 
the spirillum as the prime aetiological agent. 


Primary Isolation 


At the outset, it must be recognized that the medium used for primary 
isolation of Streptobacillus moniliformis from a blood culture, and for subsequent 
subcultures, should contain 20 to 30 per cent serum or ascitic fluid. No signifi- 
cance can be attached to a negative blood culture report: in a case of suspected 
rat-bite fever (whether or not categorically attributed to Sprrilliam minus) unless 
it he made clear that appropriate media were used. The media routinely emploved 
in most hospital laboratories, for example, for isolating pyogenic cocci by blood 
culture would seldom permit growth of the streptobacillus. In the great majority 
of cases of rat-bite fever ostensibly due to Spiri/luim minus, it may be doubted 
if proper steps have been taken to exclude the presence of Streptobacillus monili- 
formis. Indeed, the 2 cases now being reported might have joined the other 8 in 
the Canadian literature as of suspected or proven spirillar origin, were it not 
for the fact that at least 1 cc. of each patient’s citrated whole blood was inocu- 
lated into roughly 6 cc. of nutrient broth containing 3 per cent human plasma. 
This provided a medium with the requisite serum content of about 20 per cent, 
and after 72 hours’ incubation at 37°C., the characteristic “fiuffy balls” (creamy- 
coloured, loose floccules) of streptobacillary growth were noted floating just 
above the red cell laver, leaving a clear supernatant, which a cursory observer 
might have dismissed as showing no growth. The cultures isolated from both 
patients appeared identical in every respect. 

The microscopic appearance of a Wayson-stained, direct smear of a 48-hour 
fluid culture of this strain of Streptohacillys meniliformis is shown in Fig. 1. 
The preparation illustrates certain conspicuous features of this peculiar micro- 
organism, such as the variable length of the mycelial fragments, fusiform swell- 
ings along the filaments, and the general pleomorphism, The moniliform (beaded 
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necklace) appearance of the mycelium is apparent in Figs. 2 and 3, which repre- 
sent smears from 24- and 48-hour colonies respectively, grown on tryptose phos- 
phate agar medium containing 20 per cent beef serum. 


Streptobacillus — “L,” variation. 


During their first 6 weeks in hospital, both patients yielded several blood 
cultures positive for Streptobacillus monilijormis. Their bacteraemia persisted 
despite the administration to each of roughly 2 million units of penicillin. Blood 
cultures made shortly after this heavy dosage of penicillin was completed, failed 
to show the customary “fluffy ball” type of growth. When typical growth had 
not appeared in 72 hours, the cultures were considered negative and set aside at 
room temperature. About one week later, a diffuse turbidity was noted, and con- 
sidered to be due to contamination. At first glance, that suspicion appeared con- 
firmed by microscopic examination, which showed only amorphous, poorly 
staining material, apparently consisting of globular and granular aggregations 
(Fig. +). Similar elements had been observed, mixed with streptobacillary 
mycelium, in direct smears from some of the later blood cultures in the series. 
We were thus introduced to that pleuropneumonia-like organism, the so-called 
“LL,” form* of Klieneberger (12), whose association with Streptobacillus monili- 
formis has been considerably debated in the literature. We do not propose to 
delve now into this controversy, which in any event seems settled in favour of 
the variant theory of Dienes (13. 14) since Klieneberger-Nobel (15) recently 
has abandoned her symbiont hypothesis. But it seems pertinent to point out that 
the transition shown by these two cases from a bacteraemic state due to Strepto- 
bacillus moniliformis to a similar state featuring a pleuropneumonia-like organ- 
ism, in itself furnishes evidence of a novel kind that the latter is a variant of 
the former. 

The in vitro analogue of this in vivo transformation from the streptobacillary 
to the L, form has been followed and shown to be reversible. In the course of 
these observations, to be reported separately, a strong resistance to penicillin of 
our particular strain of this complex micro-organism was readily demonstrated 
in vitro, growth being obtained in fluid medium containing over 6,000 units per 
ce. This property presumably derives from the insusceptibility to penicillin of the 
L, variant, and seems consistent with the finding briefly recorded first by Pierce 
(16), and later demonstrated more elaborately by Leberman, Smith and Morton 
(17), that pleuropneumonia-like organisms of human origin may be uninhibited 
by very high concentrations of penicillin. The persistence of [., infection in these 
two cases of rate-bite fever after intensive penicillin therapy is hence explicable. 
On the other hand, the marked penicillin-sensitivity reported for Streptobacillus 
moniliformis by e.g. Heilman and Herrell (18), Altemeier, Snvder and Howe 
(19), Lominski, Henderson and McNee (20). indicates either that these authors 
omitted to await development of L, forms in their cultures, or that their strains 
of Streptobacillus were less prone to undergo L, variation. 

After the failure of penicillin to eradicate the infection, the following agents 


*The “L” designation has no merit besides brevity, and was first used by Klieneberger 
as an abbreviation for the Lister Institute, where she worked. 
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were administered to both children, with intervals of only a few days between 
the successive treatments: 1 gm. of aureomycin daily in divided doses for 14 days; 
0.5 gm. of streptomycin daily for 14 days; and 2 doses of organic arsenical on 
alternate days. After the course of aureomycin was instituted, no further positive 
blood culture was secured, and the patients became symptomless. In retrospect, 
it seems probable that the streptomycin and arsenical may have been superfluous ; 
but at the time, a coincident infection with Spiriilum minus was suspected, which 
appeared extremely refractory to treatment. The circumstances leading to this 
suspicion being harboured, and eventually rejected, are summarized below. 


Pseudo-spirochaetes in Blood 


Sefore this rat-bite fever episode came to our attention, a bacteriological 
survey of rats caught in the Vancouver area, conducted under the auspices of the 
Laboratory of Hygiene, had revealed a high incidence of spirillar infection; and 
through the courtesy of Dr. F. A. Humphreys, of Kamloops, we already knew 
something of the unpublished results of this survey. As subsequently reported by 
Humphreys et al. (20), 27 per cent of 70 rats. many of them caught in areas 
adjacent to the house in question, harboured Spirilluim minus in their tissues. 
This information in itself fostered the expectation that Spiri/lum minus would 
prove the aetiological agent, whereas instead, as already related, Streptobacillus 
moniliformus was isolated from both patients. The alternatives thereafter were 
either to rule out the spirillum from consideration, or to attempt to demonstrate 
its coincident presence. Perhaps the more normal impulse would have been to 
follow the former course: we chose the latter. This decision led to the pursuit 
of several false trails and the entertainment of at least one wild conjecture; 
but it provided some valuable lessons which others may find instructive, and 
left unresolved certain possibilities which seem to merit further observation and 
analysis. 

The known prevalence of Spirillum minus among the local rats, and the 
fact that the rather scant Canadian literature on rat-bite fever recognizes this 
organism almost exclusively as the infective agent, doubtless predisposed to the 
view that the spirillum might also be found in the blood stream of these patients. 
More important, some of the published descriptions of Spiril/uim minus have been 
in many respects discrepant, so that unless one is very familiar with its behaviour 
and morphology under dark-field or phase-contrast microscopy, other elements 
are liable to be mistaken for it. At the outset, Spiril/uii minus was indeed pro- 
visionally identified in the citrated or oxalated blood of the patients, of rats 
trapped in and near the house where the bites occurred, and of guinea-pigs and 
mice which had been injected with blood from these human and murine sources. 

Most of the “spirilla” were very flexible elements of length ranging from 
3 to 15 u, often with apparently pointed or bent-over ends, and apt to dive and 
rise again slowly in the suspending fluid. Their dance was very vigorous, but did 
not take them far across the field. In some preparations, long, sinuous filaments 
were noted which slithered in serpentine fashion among the blood cells. We finally 


concluded that such types of elements were artefacts, mainly of erythrocytic 


origin. 
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[he main grounds for this conclusion were, first, that the “spirilla’” were 
frequently attached to, or entangled with, the rims of red blood cells, and in a 
few instances seemed to be catapulted therefrom while actually under observation. 
Secondly, these bodies tended to become more numerous, especially in dark-field 
examinations, as the minutes passed ; whereas several authorities have emphasized 
that Spirillum minus becomes sluggish and inert, and eventually disintegrates, as 
the preparation warms up. Thirdly, Wright’s-stained blood films of samples 
which displayed these vagaries under the dark-field or phase-contrast microscope, 
often showed no comparable abnormality. Fourthly, similar spirillar forms were 
noted under equivalent conditions in the blood of certain apparently healthy 
persons and laboratory animals. Fifthly, the extremely active flexing and 
wriggling movements exhibited by the majority of these elements were no more 
than might be expected of a thin strip of springy tissue, torn as it were on a 
bias and subjected to molecular bombardment. Spiri//im minus, on the other 
hand, is now generally conceded to be rather rigid but flagellated, and to locomote 
rapidly. These properties were convincingly demonstrated by a strain of Spirit/lum 
minus isolated from rats by guinea-pig passage in Dr. Humphrey's laboratory. 
The clinching argument was the discovery that Schultz (22), Grassberger (23), 
and Scholer (24+), among others, had experienced difficulties due to similar 
“pseudo-spirochaetes”’ in blood. 

The above-mentioned artefacts were not the only ones encountered. Blood 
platelets, in both dark-field and stained preparations, occasionally became mis- 
takenly endowed with spirillar attributes. Again, during the early stages of in- 
fection in these patients, some blood films stained by Wright's or Giemsa’s 
method showed fragments of presumably streptobacillarv or L, origin, which 
though sometimes recognized as such, were also apt to simulate spirilla. 

In 1910, Bordet (25) described a spirillar or vibrionic form assumed by the 
organism of bovine pleuro-pneumonia when grown in or on media containing 
30 per cent rabbit blood. This appeared, using Giemsa’s stain, as “‘a fine filament, 
which is sometimes simply curved, and sometimes exhibits flexuous undulations, 
S-shaped twists, or even spirals’. Bordet was sufficiently impressed by the 
morphology of these elements to discuss their differentiation from the spirochaete 
of syphilis, on such grounds as their lack of characteristic motility, irregular 
thickness and form, and smaller size. Various workers have dismissed Bordet’s 
spirilliform bodies as artefacts, but Ledingham (26), in a valuable review of the 
growth phases of pleuropneumonia organisms, considered that his work had 
been “in the main, amply confirmed”. Ledingham’s illustrations are similar to 
those of Bordet, but in addition to his spirilliform elements, depict long, branching 
filaments interspersed with chromatic nodes. 

We have observed similar structures, especially by using phase-contrast 
microscopy, in L, cultures derived from these rat-bite fever cases. The spirillar 
bodies were also noted at times in the blood plasma and exudates of laboratory 
animals inoculated with such cultures, or with blood from the rat-bite fever 
patients. At this stage in our investigations, fortified by recollections of a quite 
extensive literature on spirochaetal metamorphoses, we temporarily conjectured 
that the so-called Spirillum minus actually represented but a phase in the life- 
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cycle of the streptobacillus — L, complex. However, before long it was noted 
that the plasma of healthy laboratory animals, as well as uninoculated human 
plasma or ascitic fluid media, might contain short, spirilliform ellements, pre- 
sumably derived from fibrin. This finding, and our introduction about then to 
an authentic murine strain of Spirilluim minus, led to the above notion being set 
aside as too far-fetched. We are now even prepared to concede that some of 
Ledingham’s own filamentous forms might have been artefacts ; and that accounts, 
such as Turner’s (27), of extremely elaborate life-cycles among the pleuro- 
pneumonia group of organisms, may eventually need simplification in certain 
respects. Nevertheless, we still feel that under suitable conditions the L, variant, 
like the streptobacillus, may develop filamentous and spirillar forms. In appro- 
priate circumstances, some of these conceivably might locomote. At any rate, 
investigators of rat-bite fever episodes due to Streptobacillus moniliformis may 
profitably heed forewarnings about the variety of pseudo-spirillar forms likely 
to be observed. Several such forms are exemplified in Fig. 5. 


Animal Tnoculations 


Judging from the literature, it seems doubtful whether Spiri//um minus has 
ever been detected by direct examination of the blood of rat-bite fever cases. But 
the organism sometimes appears to proliferate in mice, guinea-pigs and white rats 
inoculated with blood from such patients. The earlier specimens of citrated blood 
received from both patients were therefore inoculated by the customary routes, 
in amounts of from 0.05 ce. to 5.0 cc., into several of these animals, all of which 
had been shown spirillum-free beforehand. Over a wide range of intervals after 
inoculation, their blood was repeatedly examined by dark-field and phase-contrast 
microscopy. As indicated above, the true, rapidly darting Spiri/lum minus was 
not found. In some instances, 0.2 cc. of patient’s blood or plasma was also injected 
into the scrotal skin of a guinea-pig. No local lesion developed, but one of these 
animals later lost its hair and became emaciated. 

Many of the inoculated animals surviving beyond a few days displayed such 
effects as keratitis, loss of hair around the eves and nose, wasting and hyper- 
irritability, which Mooser (28) reported in laboratory animals inoculated with an 
organism indistinguishable from Spirilliim minus, and isolated by him from a 
wild rat. Is it possible that the spirillum after all escaped notice while our at- 
tention was focused elsewhere, or did Mooser unwittingly inoculate his animals 
with both the spirillum and the streptobacillus or its L., variant? The latter 
explanation seems the more plausible, for by culturing the heart, spleen or 
kidneys of mice displaying such abnormalities, we frequently isolated Strepto- 
hacillus moniliformis. The same peculiarities developed in a high percentage of 
mice injected directly with streptobacillary cultures; and also in a rabbit, which 
incidentally, after several injections of live culture, produced a specific aggluti- 
nating serum having a 1 :20,000 titre. 

In addition to these effects, many of the inoculated mice showed arthritis 
and periarticular swellings with abscess formation in the feet and legs, swollen and 
kinky tails, and submaxillary inflammatory oedema, as described by van Rooyen 


(29). The streptobacillus was often isolated from such foci, as well as occasionally 
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from small abscesses in the paravertebral or sternal regions, and from enlarged 
abdominal or thoracic lymph nodes. van Rooven did not recognize any pro- 
pensity for L, variation in his strain of streptobacillus, but our strain tended to 
undergo this change in mice as well as man. Typical L, colonies were isolated 
from some of the inoculated animals, which may account for a few mice showing, 
at autopsy, large areas of the lungs and pleural cavity converted into a gelatinous, 
purulent mass adherent to the diaphragm and chest wall. 


DISCUSSION 


Some aspects of this episode have been analyzed in considerable detail 
because they bring to the fore certain perplexing questions regarding the respec- 
tive roles of Streptobacillus moniliformis and Spirillum minus in the aetiology of 
rat-bite fever. Dawson and Hobby (30) drew attention, in 1939, to “the anoma- 
lous situation whereby two separate and distinct etiological agents are said to be 
responsible for the same disease’. Again, in 1943, Brown and Nunemaker stated: 
“Few diseases adequately recorded in the medical literature are at present in a 
more confused state with regard to etiology than rat-bite fever”. They stressed 
that each case should be fully studied for the presence of both micro-organisms, 
by proper blood cultures and adequate animal inoculations, in order “to establish 
the primary role of either one or the other of these agents”. After investigating 
the two cases herein reported about as thoroughly as could reasonably be de- 
manded, we believe the following reflections are relevant. 

The alternative hypotheses may be listed thus: i. Streptobacillus moniliformis 
and Spirillum minus are separate and distinct aetiological entities, each capable 
of evoking a complex and rather variable syndrome. ii. Both these organisms must 
be inoculated together into the host, in order to provoke rat-bite fever. in. The 
streptobacillus is the main aetiological agent, but the spirillum is sometimes 
present as a parasite of secondary importance, modifying the symptomatology to 
a limited extent. iv. The streptobacillus is the only causal agent of rat-bite fever, 
the spirillum occasionally being inoculated by the rat into man, but then function- 
ing as a harmless and transitory commensal. v. Spiril/um minus cannot be trans- 
ferred by the bite of a rat, and apparent demonstrations of its presence in man 
have been fallacious. The evidence hardly seems to warrant closing the door on 
any of these hypotheses, but we are inclined to favour one or other of the last 
three listed, for the reasons given below. 

The first proposition, namely, that there are two separate aetiological agents, 
represents the orthodox view. Some authors (3, 19) have attempted to dis- 
tinguish between a streptobacillary and a spirillar syndrome. Arthritis is held 
to be more common in the former, while the latter allegedly is characterized by 
a longer incubation period, greater local reaction around the bite, more marked 
lymphadenitis, and prompt response to arsphenamine. Careful analysis of the 
literature affords scant support for such differentiation. In fact, many features of 
these supposedly different syndromes overlap, or seem to be evoked interchange- 
ably, and in roughly the same percentages of cases, by either agent. This holds 


true of the incubation period, type of fever, number of remissions, forms of rash, 
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red and white blood cell counts, Kahn and Wassermann reactions, and the 


presence of arthritis, lymphadenitis, or pneumonic, ocular and neurological 
complications. 





\gain, the variable syndrome in ‘“‘sodoku inoculata’, or artificially induced 
spirillar fever in man, which had a vogue several vears ago in the United States 
for the treatment of dementia paralytica (31, 32), was apt to resemble the 
symptomatology in proven cases of streptobacillary rat-bite fever. These sodoku 
infections were produced by inoculating blood from guinea-pigs infected with 
Spirillum minus; but neither in the earlier reports, nor in a more recent one 
from Kenya by Heisch (33), is evidence submitted to exclude the possibility 
that the more significant agent conveyed was actually the streptobacillus G L, 
complex. On the whole, it would seem less valid to assume that two dissimilar 
agents can independently provoke syndromes which are in many respects so 
peculiarly alike, than to contend that in the purported cases of spirillar infection, 
whether accidentally or experimentally acquired, there were simultaneously 
inoculated some streptobacillary elements, or their I., derivatives. 

The second proposition, that both organisms must be present, is rendered 
improbable by the non-existence in the literature of any authentic example of the 
double infection. In 1940, Allbritten, Sheely and Jeffers (34) collected references 
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five cases of rat-bite fever from which both organisms allegedly had been 
recovered. Reviewing these cases. Brown and Nunemaker concluded that the 
ev.dence supporting them as dual infections was “entirely inadequate”, since in 
no instance was the streptobacillus actually isolated. Our initial suspicion that the 
Vancouver cases might prove the first recorded examples clearly involving both 
organisms, had to be relinquished when the presence of the spirillum remained 
unverified. 

If both organisms were always, or even commonly, present in rat-bite fever 
cases, some undoubted instances of dual infection should by now be on record. 
Due allowances must be made of course for inadequacies of technique, and for 
the natural enough disinclination of laboratory workers to search for a second 
aetiological agent after one ostensibly has been detected. But in recent years a 
growing number of bacteriologists have become aware of the difficulties and 
fallacies inherent in the laboratory diagnosis of this disease: and it seems sig- 
nificant that no examples of dual infection have been noted either fortuitously, 
or even when special care has been taken to exclude spirillar infection, as e.g. 1 
a streptobacillary case reported from Scotland by Lominski, Henderson and 
MeNee (20), and from Norway by Steen (35). 

Viewed from another standpoint, this hypothesis entails that a rather high 
percentage of rats should carry both spirillum and streptobacillus. For though 
the frequency with which rats bite man may be far higher than is generally 
realized, the risk of resulting rat-bite fever has long been acknowledged, and is 
considerable. For example, Richter (36) has reported that of 65 persons treated 


for rat bite at the Johns Hopkins Hospital, Baltimore, over the four-year period 
1939-1943, seven (10.7 per cent) developed rat-bite fever. The liability of rats 
to harbour Spirillum minus in their tissues and blood stream is unquestioned; 








J 195] RAT-BITE FEVER 239 


and Strangeways (37) found about 50 per cent of sampled rats carried Strepto- 
bacillus moniliformis in the naso-pharynx. Unfortunately, no survey appears to 
have been made of the distribution of the two organisms in a given group of rats. 
Even granting the mathematical probability that a significant proportion of 
animals in such a group might prove to carry both organisms, there would still 
remain the problem mentioned by Mackie and McDermott (38) many vears ago, 
of satisfactorily accounting for Spiri/lum minus being inoculated into humans by 
rat bites despite this micro-organism not having been found in the oral cavity 
1 rats. 

The remaining three propositions are really variants of one theme, and 
therefore need not be considered separately. In essence, they all involve eclipse 
of the “spirillum theory’, which as Dawson and Hobby (30) emphasized 12 vears 
ago, “requires more critical evaluation than it has vet received”. In retrospect, 
and in the light of the following reasonable assumptions, it is understandable 
that the spirillum until recently should have been generally regarded as the prime 
causal agent of rat-bite fever. First, the prevalence of spontaneous spirillosis 
among rats overshadowed the significance of failure to demonstrate the spirillum 
in their naso-pharynx. Secondly, the apparent development of spirillosis in 
laboratory rodents inoculated with blood or tissue extracts from rat-bite fever 
patients, was interpreted as partly satistving Koch's postulates, despite the inter- 
mittent appearance of Spiri/lum minus in control animals. Thirdly, the trans- 
missibility of infection to man by the blood of guinea-pigs obviously carrying the 
spirillum seemed to render superfluous the exclusion of an occult aetiological 
agent. Fourthly, the notorious elusiveness of the spirillum, as well as its prone- 
ness to false identification, often served to forestall a thorough search for any 
alternative agent. 

A search for another aetiological agent would in any event have proved 
fruitless, if appropriate culture media were not used, or if the pleomorphism and 
other vagaries of the streptobacillus «> L, complex led to its rejection as mere 
contamination or amorphous debris. In at least two publications prior to 1916, 
there is evidence that their authors had unwittingly encountered this complex. 
Ogata (39), in 1908, illustrated a purported protozoon, “sporosoa muris”, 
detected in the blood of two cases of rat-bite fever in Tokyo. Several stages in 
the “lifeevele” of this protozoon closely resemble certain elements in L, cultures. 
Again, Proescher (40), in 1911, demonstrated a feebly staining bacillus, termed 
by him Bacillus septicum muris, in sections of the local lesions from a case of 
rat-hite fever in Williamsburg, Pennsylvania. This micro-organism failed to grow 
on his media, but the few characteristics given are not inconsistent with those of 
Streptobacillus moniliformis. 

Tradition dies hard, even in so recent a science as bacteriology. But in the 
last few vears, as the unusual characteristics of the streptobacillus have become 
better known, an increasing proportion of rat-bite fever cases in various parts of 
the world have been ascribed to it. This trend seems likely to persist. Meanwhile, 
the role of the spirillum, whether primary, contributory or illusory, can only 


be settled by an attitude of objective scepticism: by scrupulous efforts to isolate 
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both organisms from cases of rat-bite fever; and where feasible, by carefully 
controlled attempts to transmit the spirillar form of the disease to human 
volunteers, using as vehicle the blood of guinea-pigs rigorously tested to exclude 
the presence of the streptobacillus — L, complex. 

Finally, our isolation of an L, culture from the blood stream of these 
patients seems to merit brief comment. The strain of Streptobacillus moniliforiis 
isolated by Dawson and Hobby (30) in 1939 from their case of rat-bite fever in 
New York City, underwent a reversible L, transformation in vitro; but we 
believe ours is the first recorded example of the L, form being isolated by blood 
culture in this disease. The apparently high resistance of such forms to penicillin 
raises doubt as to whether the generally favourable reports of penicillin therapy 
in streptobacillary rat-bite fever, took into account and excluded the possi- 
bility of residual L, forms. Moreover, the demonstration that the streptobacillus 
«> L, change can occur within the human host, suggests that some of the pleuro- 
pneumonia-like organisms isolated from various parts of the body in certain 
rather obscure clinical conditions, may be derivatives of Streptobacillus monili- 
formis. As the milk-borne epidemic of Haverhill fever showed (41), this micro- 
organism can gain access to human tissues by at least one means other than 
a rat bite. 


SUMMARY 


1. Two cases of rat-bite fever occurred in the vicinity of Vancouver in April, 
1949, involving female Indian children, aged 3 vears and 1 vear, respectively. 
The older child was ambulatory throughout, and the infant had only a moderately 
severe illness. The main clinical features were a short incubation period, an 
acute onset, followed by a low-grade, intermittent fever and a sporadic, urticarial 
rash. 

2. Streptobacillus moniliformis was repeatedly isolated by blood culture 
from both cases during the first eight weeks of their illness. After roughly 2 
million units of penicillin had been administered to each patient, no further 
streptobacillary cultures were obtained; but a pleuropneumonia-like variant, the 
LL, form of Klieneberger, was isolated from the bloodstream of both. 

3. Repeated attempts were made, without success, to demonstrate the 
coincident presence of Spirilluim minus, employing dark-field and phase-contrast 
microscopy, and also animal inoculation methods. Considerable trouble was 
occasioned by pseudo-spirillar elements. Some of these were almost certainly 
artefacts of erythrocytic or fibrinous origin. In other instances, confusion was 
probably caused by spirilliform fragments of mycelium, or by filamentous 
particles, of the streptobacillus — L, complex. 

4. The bases for the currently accepted supposition that either of two 
separate entities may be responsible for rat-bite fever have been critically 
analyzed. The conclusion is reached that Streptobacillus moniliformis is the true 
causal agent in this disease, and that Spirillum minus plays only a minor or 


negligible role, or may not even be transmissible to man. 
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POLIOMYELITIS AND RECENT INOCULATIONS 


| AST YEAR attention was drawn in the medical press of Great Britain to 
the possible relationship between paralysis in cases of poliomyelitis and the 
site of injection with immunizing agents or other inoculations. In April of that 


year, Dr. McCloskey, poliomyelitis officer of the State Health Department, 


Victoria, Australia, reported that in a number of cases in Victoria there was 
a relationship between an injection of an immunizing agent and the subsequent 
development of paralytic poliomyelitis. Of 340 cases investigated, 211 gave a 
history of previous immunization. Sixty-five had received inoculations within 
one year of the onset of poliomyelitis, and 31 had been given an injection of 
diphtheria toxoid or pertussis vaccine within three months of the onset of 
poliomyelitis. Paralysis was more frequent in the extremities in which the 
inoculation had been given. 

The tendency for the paralysis to be localized in the limb used for the 
injection was noted also by Geffen, in an investigation of poliomyelitis in children 
in the Borough of St. Pancras, London, during the fall of 1949. In March, 1950, 
17 cases of single-extremity paralysis were reported by Martin as having occurred 
within 28 days following the injection of prophylactic antigens or penicillin. 

These observations led the Division of Medical Statistics of the London 
School of Hygiene and Tropical Medicine to study the inoculation histories of 
all cases of poliomyelitis in which the patient was less than five vears old, in the 
administrative areas of England in which a large number of cases of poliomyelitis 
were notified in July, August and September of 1949. A control group was pro- 
vided. It was found that the distribution of the sites of paralysis was abnormal 
in children who had been inoculated within a month of the onset of poliomyelitis. 
Paralysis in the arms was as frequent as paralysis in the legs, and occurred 
more often in the left arm than in the right. In children who had not had recent 
injections, the two arms were equally affected, and the legs were affected two or 
three times as often as the arms. There was no evidence that inoculations given 
three months or more before the onset of poliomyelitis had any effect on paralysis. 

Leading public health authorities on this continent expressed the opinion at 
that time that such a relationship between injection and paralysis had not been 
observed or recorded in the United States and Canada. 
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Much thought has been given to this subject during the past vear. In New 
York State Dr. Robert Korns is completing a statistical investigation of several 
thousand cases of poliomyelitis, with a large group of controls. Certain laboratory 
findings were presented at the recent meeting of the Society of American Bacteri- 
ologists in Chicago. Newspaper reports relating to this meeting may have caused 
fears on the part of the public in regard to inoculations against diphtheria, 
whooping cough and other diseases during the summer and early fall months. 

The findings in Great Britain indicate that any relationship between im- 
munization procedures and the localization of paralysis in poliomyelitis is limited 
to immunization conducted within a month. It was found also that the injection 
of substances other than diphtheria toxoid and whooping cough vaccine, including 
penicillin, appeared to be related to the localization of paralysis. 

Of particular interest are the findings of Bousfield, reported in a recent 
issue of The Lancet, which indicate that an important factor may be the route 
of injection—whether subcutaneous or intramuscular. In Great Britain and the 
United States, injections are usually made intramuscularly, whereas in Canada 
subcutaneous injection has always been recommended. 

It is of primary importance to determine the facts and to learn whether, in 
outbreaks of poliomyelitis in Canada, there has been any evidence of a relation- 
ship such as that deseribed in Australia and Great Britain between the occurrence 
of the paralysis and the site of a relatively recent inoculation. Very limited studies 
made in two health departments in Canada seem to confirm the opinion that 
such a relationship has not been found. 


In the United States the problem is recognized to be one of vital importance 















to the public health professions, not only from the viewpoint of prevention of 
poliomyelitis but also for the adverse effect anv proven relationship might have 
on immunization programs against smallpox, diphtheria, whooping cough and 
other diseases. The American Public Health Association’s Committee on Research 
and Standards, under the chairmanship of Dr. Gaylord W. Anderson, has been 
studying the possible relationship between the incidence of poliomyelitis and 
recent immunizations and has adopted the following report: 


Recent published and unpublished data strongly suggest that an individual who develops 
poliomyelitis within a month after receipt of an injection of an antigen, or possibly of some 
other material, shows an increased frequency of paralysis in the extremity into which the 
injection has been given. There are also suggestions that among the reported cases of 
poliomyelitis are cases ‘which would not have been clinically diagnosed as poliomyelitis at 
all if their (recent) inoculation had not brought them into the paralytic group’. 

\lthough further studies on these questions are imperative, the data so far available would 
suggest that, in the face of an abnormal prevalence of poliomyelitis in a given locality, 


antigen inoculations may well be postponed until after the subsidence of the abnormal pre- 
valence. 






It should be stressed, however, that there is no evidence that this effect of inocu- 
lation persists for more than one month. On the contrary, the risk of poliomyelitis among 


persons who have been immunized more than one month before onset is no greater than 
among non-immunized persons. 







It is important to note that the committee suggests that “in the face of an 
abnormal prevalence of poliomyelitis in a given locality, antigen inoculations may 
well be postponed until after the subsidence of the abnormal prevalence.” This 


recommendation should not be interpreted as urging the discontinuance of antigen 
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inoculations during the summer and fall as a general measure throughout the 
country. As abstracted in some newspapers, the committee’s statement has given 
rise to the impression that preventive inoculations should be discontinued during 
the summer months. This is unfortunate, as it is then that the immunization 
programs reach outlying communities and sections for which it is difficult to 
provide services during other times of the year. 

Studies now being conducted, particularly the comprehensive investigation 
in the United States, may throw light on this problem. In the meantime, there 
is no reason for a general discontinuance of immunization during the summer 
months, nor for alarm on the part of the public. 


THE THIRTY-NINTH ANNUAL MEETING 


N ANY EXPRESSIONS of appreciation of the thirty-ninth annual meeting, 
I held in Montreal at the end of May, have been received. In planning the 
meeting, the local committee on arrangements, under the chairmanship of Dr. Ad. 
Groulx, provided a program of unusual interest and value. They are to be 
congratulated, too, on the efficiency with which this most stimulating meeting was 
conducted. 

The executive council of the Association, which is the governing body 
charged with the responsibility of defining policies, held sessions on the day 
preceding the formal opening of the meeting. The council had before it subjects 
of vital concern to the development of sound public health planning and to the 
interests of public health personnel. Much thought was given to the immediate 
needs, including the extension of local health services and the recruitment and 
training of staff members. Approval was given to the recommendations of the 
Committee on Professional Education concerning the qualifications and train- 
ing of sanitary inspectors and to the appointment of committees to study the 
qualifications of public health nurses, dentists, veterinarians, and _ statisticians. 

The meeting afforded members of the Association from other parts of 
Canada a welcome opportunity to meet and to hear presentations by members 
of the staffs of the Ministry of Health of the Province and the Department of 
Health of Montreal. Everyone attending the sessions has a new appreciation of 
the progress of public health in Quebec. The programs of the general sessions 
included papers representing many fields of public health, and eleven meetings 
of various Sections covered the interests of special fields. 

The hospitality shown the members by the City of Montreal and the 
Provincial Ministry of Health was most generous and was extended with the 
graciousness that is characteristic of Quebec. The reception given by the civic 
authorities and the welcome expressed by His Worship Camillien Houde, Mayor 
of Montreal, will be long remembered. The assistance given by the Province 
of Quebec through its Ministry of Health similarly expresses the interest of 
the government in the Association’s work in advancing public health across 
Canada. 
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Tue PERIOD of forty years that have elapsed since the Canadian Public Health 
Association was established includes two world wars and a ten- -year period of 
financial depression. The Association was organized in 1910, at a time when 
attention was being drawn to public health through the control of typhoid 
fever by chlorination and filtration of public water supplies and through the 
safeguarding of milk by pasteurization. Provincial departments of health were 
functioning in seven of the nine Provinces and extension of their services was 
being undertaken. In 1912, Ontario was divided into large districts, for the 
purpose of health supervision, and full-time district health officers were ap- 
pointed. A similar plan was employed in the Province of Quebec. As time went 
on, it became obvious that the need for full-time local health services for 
smaller communities and rural areas could be met only by the organization of 
full-time health units. The first such unit in Canada was opened at Saanich, 
British Columbia, in 1918. In 1928 the first rural health unit in the Province 
of Quebec was established with headquarters at Beauceville. Today the whole 
province is provided with health units. Similarly, the other Provinces have 
extended their health services and have organized health units. But although 
much has been done in the past forty years, more than half the population of 
Canada still lives in communities that are without reasonably adequate local 
health services. 

In the United States a great impetus was given to the advancement of 
public health in 1935, when Federal grants-in-aid were made available to the 
individual States under the provisions of the Social Security Act. Opponents 
of this policy voiced the fear that Federal assistance would result in smaller 
appropriations for health work by the States and local municipalities. It was 
not surprising that similar concern was expressed in Canada when the 
Dominion Government introduced the National Health Grants in 1948. There 
has been ample time to judge the results of the health grants in the United 
States. The fact is established that instead of providing smaller amounts for 
health services, State and municipal governments have made larger expendi- 


Reports presented at the thirty-ninth annual meeting of the Canadian Public Health 
Association, held in the Mount Royal Hotel, Montreal, May 28-31, 1951, in conjunction with 
the annual meeting of La Société d’hygiéne et de médecine préventive de la province de 
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tures. In Canada it is presumed that there will be a similar demonstration of 
the effectiveness of health grants in extending health services. Only a start has 
been made in the vast undertaking of providing local health services for the 
nation. 

And what of the Association? It has shared, year after year, the problems 
that have faced public health workers. It has not been easy to bring together 
the members of various professions into one association, but today the Asso- 
ciation is recognized as the professional society of public health w orkers. The 
Journal has been published regularly for forty -two years, and this in itself is 
an achievement which would challenge organizations with much greater 
financial resources. The Journal has carried Canada’s record of public health 
work to all parts of the world. 

Forty years ago, the first congress of the Association was held in Montreal 
under the patronage of Lord Strathcona. The Province of Quebec and the City 
of Montreal have contributed much to the leadership of the Association. 
Former presidents include the late Dr. J. D. Pagé, Dr. J. A. Baudouin, the late 
Dr. Alphonse Lessard, Dr. Jean Grégoire, Dr. Adélard Groulx, and Dr. A. R. 
Foley. Of the thirty-nine meetings, five have been held in Montreal and three 
in Quebec City. The meetings held in the Province of Quebec have been im- 
portant in forw arding public health in the whole of Canada. 


Provincial Associations 


An important development in the past few years has been the formation 
of provincial public health associations or provincial divisions of the Asso- 
ciation. Three have been organized: the Société dhygicne et de médecine 
préventive de la province de Québec, the Ontario Public Health Association, 
and the Alberta Public Health Association. In Saskatchewan and British 
Columbia, the existing organizations of public health workers are working 
toward the formation of provincial public health associations. A committee of 
the Nova Scotia Health Officers’ Association has recommended to its executive 
that a Maritime Branch of the Canadian Public Health Association be formed. 
This branch will probably be established at the next meeting of the Nova 
Scotia Health Officers’ Association in September, to which representatives 
from the Provinces of New Brunswick, Prince Edward Island and Newfound- 
land have been invited. 

Through the organization of these provincial associations, it is possible to 
hold an annual conference bringing together medical officers of health, public 
health nurses, and the other members of the public health group. The national 
meeting can be held with the provincial associations in turn. In this way, the 
maximum opportunity can be afforded for participation in provincial and 
annual meetings. It is planned that the Association will provide guest speakers 
for the annual meetings of the provincial organizations. 

Only by representative provincial associations can the national organiza- 
tion present the viewpoint of public health in the Dominion Parliament and in 
Provincial Legislatures. The Federal Health Grants, providing thirty-one mil- 
lion dollars annually, reflect the desire of Parliament to provide for the ad- 
vancement of public health and the expansion of hospital facilities. Today. 
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with scarcely half the population of Canada being served by adequate full- 
time health services, there is great need for the extension of local health ser- 
vices. Wise planning is essential. In this the provincial associations forming 
the Canadian Public Health Association can make a great contribution. The 
Association’s surveys and studies can provide a basis of recommendations for 
effective planning in public health in every province. 

It is essential that every public health worker should accept the respon- 
sibility of membership in the Association and participate in the provincial 
associations. One fee covers membership in the national association and the 
provincial organization. The amount has been kept as low as possible so that 
every public health worker may be a member. 


Study Committee on Public Health Practice 


Shortly after last year’s annual meeting, the Association published the 
report of the Study Committee on Public Health Practice in Canada, a project 
made possible by the support of the W. K. Kellogg Foundation. The study 
relates to the public health practices of the physician and the nurse in official 
public health agencies and the influence of these practices on the recruitment 
and maintenance of public health staffs. The report is based on the findings 
of a survey of urban and rural areas in nine of the Provinces during 1947-48 
(Newfoundland was not a province at that time). The field studies occupied 
the major part of a year and were ably done by Dr. J. H. Baillie and Miss 
Lyle Creelman. A representative committee, under the chairmanship of Dr. 
]. S. Kitching, Deputy Medical Health Officer, Hamilton, studied the findings. 

More than two thousand copies of the report have been distributed to 
the agencies that participated in the study, the Department of National Health 
and Welfare, the Provincial and municipal departments of health, the Public 
Health Survey Committee of each Province, and members of the Association. 
It has been extensively studied by some of these organizations and by public 
health nursing groups and schools of nursing. It has also been the subject of 
panel discussions at meetings of nurses’ organizations. 


Committee on Professional Education 


Continuing its work of defining qualifications for public health workers, 
the Committee on Professional Education has prepared a report on the quali- 
fications and training of sanitary inspectors. 

At the request of members of the Association and of one of the provincial 
associations, the Committee’s Sub-committee on Recommended Qualification 
Requirements and Minimum Salaries for Public Health Personnel in Canada 
is undertaking a revision of its 1949 report. An interim report will be presented 


at this meeting and it is planned to issue the final report in printed form in the 
fall. 


Committee on the Certification of Sanitary Inspectors 

The Committee on the Certification of Sanitary Inspectors believes that 
the recommendations made by the Committee on Professional Education as 
relating to the training of sanitary inspectors will, when implemented, mark 
a most significant advance. Candidates will be required to spend nine months 
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in preparation for the examinations, three to four months of which will be 
occupied by a formal course of instruction (including lectures, demonstrations, 
etc.) or by the correspondence course provided by the Association. The re- 
maining five or six months will be devoted to supervised field experience. It 
is hoped that the Provincial Departments of Health may be able to facilitate 
this training program through utilization of the Professional Training Grant 
under the National Health Grants. 


Meetings 


The thirty-eighth annual meeting was held in Toronto at the King Edward 
Hotel on June 12th to 14th, under the presidency of Dr. J. T. Phair and in 
conjunction with the first meeting of the Ontario Public Health Association. 
The meeting gave the members an opportunity to pay tribute to Dr. Phair, 
who served as honorary general secretary of the Association from 1921 to 1945. 
Although the sessions were well attended and the official registration was four 
hundred and fifty, there was a deficit of more than five hundred dollars, 
attributable, as the honorary treasurer points out, to the charges for meeting 
rooms and restriction of the technical-exhibits section because of limited space. 

The eighteenth annual Christmas meeting of the Laboratory Section was 
held in Ottawa at the Chateau Laurier on Monday and Tuesday, December 
18 and 19, 1950, with an attendance of one hundred. 


Certification in Public Health 


In preceding reports, reference has been made to the interest of the Asso- 
ciation in the establishing of certification in public health by the Royal College 
of Physicians and Surgeons of Canada. After extended consideration, the 
Council of the College approved public health as a specialty for certification 
in 1947. In keeping with the arrangements for certification in other fields of 
medicine, specialists practising public health and preventive medicine on a 
full-time basis were eligible to make application for certification without 
examination until December 31, 1950. The first examinations for certification 
will, it is expected, be held by the College in the fall of this year. 

Canada is represented on the American Board of Preventive Medicine and 
Public Health Inc. by the honorary treasurer of the Association, Dr. J. H. 
Baillie. In addition to those who were honoured by membership in the Found- 


ers Group, a number of other Canadians have successfully completed the 
examination for certification. 


REPORT OF THE HONORARY TREASURER 
J. H. Baillie, M.D., D.P.H. 


THE APPENDED financial statement for the year ended December 31, 1950, 
presents expenditures of $21,259.53 and revenue of $23,575.73. The excess of 
revenue over expenditures amounts to $2.316.20. 

Analysis of the expenditures shows that the publication of the Journal is 
the major item. The charges for printing the twelve issues of Volume 41 were 
$10,095, while the postage and mailing costs were $808—a total of almost 
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$11,000 without taking into account the other expenses involved in the publica- 
tion of the Journal: salaries, advertising solicitation, postage and telegraph, 
office supplies, etc. The net revenue from advertising, after deducting com- 
missions to agencies and the Association’s advertising representative, was 
$4,718, and the revenue from subscriptions and membership fees $7,345, a 
total of $11,063—or roughly the equivalent of the printing and mailing charges. 
It is obvious that membership fees should not be used to meet publication 
costs, but are needed for other work of the Association. Printing and mailing 
charges were substantially higher in 1950 than in 1949—a total of $10,900 
against $9,000 for the previous year, and it is inevitable that they will be even 
higher in 1951. The revenue from subscriptions and membership fees was 

$1,700 more in 1950 than in 1949, but this was offset by a decline in advertising 
from $5,900 to $4,700. 

The situation in so far as advertising is concerned is difficult. Advertisers 
of pharmaceuticals and medical supplies confine their advertising to medical 
journals, and because the circulation of the Journal includes non-medical mem- 
bers of the Association, many companies will not advertise in it. Similarly, 
companies in other special fields prefer to publish their advertisements in 
journals that are limited to those interests. Because of the reduction in adver- 
tising, it was not possible to continue the services of an advertising represen- 
tative after November of last year. Since that time, the editorial board has 
brought to the attention of leading advertisers the importance of the public 
health field. 

It is obvious that the income of the Association must be increased through 
its basic source of support, namely membership, including subscriptions for 
the Journal. A national membership committee under the chairmanship of Dr. 
G. W. O. Moss, assistant director of the East York—Leaside Health Unit in 
Ontario, has planned a campaign to interest the maximum number of public 
health workers in becoming members of the Association. Provincial associations 
are fundamental to the extension of membership, and the plan of increasing 
the membership through the provincially organized public health associations 
is sound. In the majority of the Provinces it will be possible for the members 
of the Association to meet annually in a provincial organization. The national 
meeting of the Association can be held with the provincial associations in 
turn, thus bringing to the various Provinces the stimulus of the national or- 
ganization. The report of the membership committee records considerable 
progress, and it can be anticipated that the Association will have substantially 
increased support from membership in the coming year. The national member- 
ship fee of five dollars is inadequate, but the executive committee believe that 
no change should be made until it is possible to enroll many more members, 
even though the fees of most other professional societies have been substan- 
tially increased. This decision should give an impetus to the provincial asso- 
ciations and to the enlistment of a large number of new members. 

The Association appreciates the assistance which the Dominion and Pro- 
vincial Governments are giving in the form of grants. For 1950 these grants 
amounted to $10,300. The Dominion of Canada made a grant of $5,000; the 
Province of Ontario paid $5,000 covering a two-year period; and the Province 
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of Nova Scotia contributed $300. Grants from other Provinces for 1950 were 
received during the first months of 1951 and are not included in the audited 
statement for last year. These grants are made on the basis of services rendered 
by the Association. Although the Association renders services which are 
significant and constitute an important contribution, undoubtedly it is in a 
position to provide additional services for official agencies. 

For the thirty-eighth annual meeting, held in Toronto at the King Edward 
Hotel on June 12th to 14th, the expenses totalled $1,704.54 and the receipts 
$1,166.75, leaving a deficit of $537.79. The rental of meeting rooms represented 
an item of $750, and the space available for exhibits could accommodate only 
nine companies, so that the net revenue from this source, after expenses and 
commissions had been met, amounted to $425. Annual meetings are expensive, 
and the only sources of revenue are technical exhibits and the registration 
fee. I am glad to report that, through the generous co-operation of the Ministry 
of Health of the Province of Quebec, and the Department of Health of the 
City of Montreal, the revenue from this year’s meeting should be sufficient to 
meet all expenditures. This is a noteworthy contribution and is greatly 
appreciated. 
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REPORT OF THE EDITORIAL BOARD 


R. D. Defries, M.D., D.P.H., Editor 
J. T. Phair, M.B., D.P.H., Associate Editor R. L. Randall, Assistant Editor 


J. H. Baillie, M.D., D.P.H.; Gordon Bates, M.D.; A. E. Berry, M.A.Sc., C.E., Ph.D.; 
J. G. Cunningham, B.A., M.B., D.P.H.; C. E. Dolman, M.B., B.S., Ph.D., M.R.C.P.; 
D. T. Fraser, M.C., B.A., M.B., D.P.H., F.R.S.C.; Edna L. Moore, Reg.N.; E. W. 
McHenry, M.A., Ph.D.; G. D. Porter, M.B.; A. H. Sellers, B.A., M.D., D.P.H.; A. W. 


Thompson, C.S.1.(C.); F. O. Wishart, M.A., M.D., D.P.H.; J. Wyllie, M.A., Ch.B., B.Sc., 
D.P.H. 


OF primary importance in the work of the Association is the publication of the 
Canadian Journal of Public Health. Members are apt to take it for granted 
that the publication of the Journal is accomplished without any special effort 
and may not be aware of the increasingly serious problem of finance. The 
Journal is in its forty-second volume, and the Association can be proud of this 
unbroken record of publication. 

The forerunner of the Journal, and the first journal in the public health 
field in Canada, was published in Toronto in 1874 under the title “Sanitary 
Journal” by Dr. Edward Playter, a general practitioner. Of it he said: “Its 
purpose is to diffuse a knowledge of and awaken public interest in the loss of 
health and to advocate sanitary legislation; in short, to make prevention rather 
than cure the first object of both the physician and the public.” In a series of 
journals extending over a period of almost twenty years Doctor Playter at- 
tempted to convince both the profession and the public of the importance of 
preventive medicine and public health. The journal appeared under various 
names, each reflecting another attempt to gain public interest and professional 
support. He spoke of the value of the journal to health officers and was pro- 
phetic in his statements about Canada’s needs. He urged the establishing of 
provincial departments of health and described a federal organization w hich 
closely resembles the Department of National Health and Welfare as we know 
it today. In its twenty years the journal completed only twelve volumes, as 
it frequently took several years for the publication of twelve issues. On the 
basis of the number of years of publication, the current volume of the Cana- 
dian Journal of Public Health might be regarded as the seventy-seventh. 

Today, the Journal endeavours to serve Canadian workers in all fields of 
public health. Many of the problems which Doctor Playter faced are still with 
us. Financial problems have not lessened with the passing of the years. The 
cost of printing the twelve issues that constituted Volume 41, 1950, was more 
than $10,000, an increase of $1,700 over the charge in 1949, although every 
possible economy was effected. Mailing charges totalled $800, $200 more than 
in the previous year. No charge is made against the Journal for editorial ser- 
vices, office space, or general expenses. The revenue from advertising ($4,700) 
and from membership fees and subscriptions ($7,300) came to little more than 
the charges for printing and mailing—and it will be appreciated that all the 
money from membership fees cannot be applied to printing but must provide 
for the Association’s other activities. The revenue from advertising during 1950 
was almost $1,200 less than the figure for 1949. Fortunately, this was offset 
by an increase of $1,700 in membership and subscription fees. 
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A point of view which should be corrected merits attention in this report. 
It has frequently been said that there is no value in having more than one or 
two copies in each health department and that these copies, if circulated, 
bring the articles to the attention of members of the staff. The twelve issues 
of each year contain approximately seventy-five articles and constitute a year 
book of ‘public health for Canadian public health workers. The volumes be- 
come increasingly valuable as the years pass and are sources of reference by 
each individual worker. These volumes should be in the possession of every 
member who has professional responsibilities in the department. They should 
be regarded as part of the equipment of the individual in the performance of 
his work. As the years pass and other books are added to the worker's public- 
health library, the links that bind them into a working library are the volumes 
of the Journal. It is most desirable, therefore, that medical officers of health 
should stress the importance of having every member professionally engaged 
in public health work arrange to receive the Journal as his own personal vol- 
ume and be encouraged to build around the Journal his own working library. 
It is hoped that this message will be seriously considered by all health depart- 
ments and that a large number of names will be added to the subscription list. 
In a very real sense, the Association will be fulfilling its responsibilities by 
making the Journal a factor of real educational value to the public health 
workers of this country. 

Many years ago, Doctor Playter complained of the failure of health 
officers to write articles for the Journal describing their experiences in admin- 
istration. Health officers and other members of health departments are still 
reluctant to write articles for publication, and few papers are offered, apart 
from those presented at meetings. Health officers have stated that if the Journal 
is to be made of greater interest, articles of a more “practical” type must be 
published. The improvement of the Journal in this respect rests with our 
public health group across Canada. 

Of very great value have been the contributions of Doctor Fraser 
Brockington, County Medical Officer for the West Riding of Yorkshire. In 
spite of his many commitments, the extent of which can be appreciated only 
by those who have read the annual reports of his department, Doctor Brock- 
ington found time to continue his series of brilliant and informative Letters 
from Great Britain which have been a noteworthy feature of the Journal 
since the appearance of the first communication in January, 1947. 





Health Education 


Health Education at the Local Level 


Digest of a panel discussion conducted by the Public Health Education Section at the 
thirty-eighth annual meeting of the Canadian Public Health Association, 
Toronto, June 1950 


N_ introducing the speakers, the 

chairman, Dr. Jules Gilbert, as- 
sociate director of the School of 
Hygiene, University of Montreal, 
emphasized that the core of discussion 
was to be health education at the 
local level. He sketched the need for 
reaching all people, of scattering 
health education to the whole social 
group and to the whole community 
“like seed in the wind,” the wind 
being mass media. Dr. Gilbert sug- 


gested as topics of interest the ratio 
of health educators to population, the 
techniques to be employed in various 
situations, and the relative value of 
different techniques. 


Time permit- 
ting, there could be consideration of 
the relation between a strong central 
division of health education and a net- 
work of local health educators, or 
some thought could be given to the 
relation between official and volun- 
tary agencies. 

Dr. Stewart Murray, senior medi- 
cal health officer for Vancouver, 
opened the discussion by saying that 
the educational approach had always 
been part of the public health move- 
ment, but that recently certain facts 
had become pressingly apparent. 
These were: 

(1) That public health services 
were for the whole public, not 
just for the poor. 

(2) That the general state of public 

health was dependent in large 
measure on the degree of en- 
lightenment of the citizens as 
a whole. 
That compulsive legislation, 
unless it came from a convin- 
ced (or, in other words, edu- 
cated) electorate, was of limited 
use. 


As these facts became more and 
more obvious, the ‘need for health 
education became increasingly appar- 
ent, said Dr. Murray, and the ques- 
tion was to fix objectives and decide 
on approaches. The objectives he 
suggested were prevention of disease, 
promotion of healthful living, and 
prolongation of productive life. 

Miss Margaret Nix, director of 
health education for Manitoba’s De- 
partment of Health and Public Wel- 
fare, taking up the subject of ap- 
proaches, said that in Manitoba they 
had come to the conclusion that the 
only health education of lasting value 
was at the local level through appro- 
priate leadership working with the 
organized community. Until a year 
ago, said Miss Nix, medical directors, 
public health nurses, and sanitary 
inspectors had carried the burden of 
health education, with assistance 
from the provincial office. For the 
past eight months, however, a demon- 
stration program had been in opera- 
tion with a fully qualified health 
educator working under the direction 
of the medical director. Although 
eight months was not long enough to 
constitute an evaluation period, Miss 
Nix felt that results showed that the 
direction was right. 

The whole problem of discussing 
health education was made difficult, 
said Miss Nix, by the diversity of 
opinion on what constituted health 
education. To some it was instruc- 
tion in physiology and hygiene, to 
others physical education or muscle 
development. To some it was in- 
struction given by a public health 
nurse on a home visit or in a well- 
baby clinic. Others thought of it as 
the stress laid on the improvement of 
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sanitary conditions. A large number 
thought of it in terms of health infor- 
mation reaching the public through 
radio, press, pamphlets, films, ex- 
hibits or other visual aids. 

The only answer seemed to be that 
it embraced all these things and more, 
said Miss Nix, and that consequently 
it called for rather highly trained per- 
sonnel, and that it was regrettable 
that up to date there was no course 
in public health education for English- 
speaking students in Canada, al- 
though fortunately there was one for 
French-speaking students offered by 
the University of Montreal School of 
Hygiene. 

An immediate project, Miss Nix 
suggested, was to turn the search- 
light on possibilities for the develop- 
ment of public health education as a 
profession in Canada. 

Dr. Matthew Dantow, medical 
health officer of Saskatoon, raised the 
question of how to proceed with 
health education in a district where 
the services of a trained health edu- 
cator did not come within the current 
budget, that being the position in 
which his department was working. 
Ways and means of using existing 
staff to best advantage were, he felt, 
the concern of many health officers 
who were keenly interested in health 
education but realised that it might 
be two, three, or four years before 
they could hope for a full-time health 
educator; in fact, they might quote 
the words of the song, ‘‘it may be for 
years and it may be forever,”’ said Dr. 
Dantow. 

Agreeing with Dr. Murray that 
health education had always been in- 
herent in public health and was essen- 
tial to its progress, Dr. Dantow said 
that every member of the health de- 
partment staff was an educator— 
nurses, veterinarians, doctors, den- 
tists, and sanitary officers. Sanitary 
inspectors, for example, said Dr. Dan- 
tow, could do a great deal if somebody 
could just get them to rate their edu- 
cational powers above their police 
function. He hoped his sanitary in- 
spectors did. 

“We want willing, intelligent co- 
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operation rather than sullen, apath- 
etic obedience,’’ said Dr. Dantow, 
‘“‘and our staff members are instructed 
to consider each home visit, each trip 
to a meat shop, dairy, or restaurant 
an opportunity to explain why the 
regulation is made, not merely to find 
out if rules are being contravened.” 

In this opinion Dr. Murray con- 
curred and carried it a bit farther to 
include teachers who, although not 
actually engaged by the city health 
department, can speed its work. He 
spoke with enthusiasm of results ob- 
tained from a project which began as 
a health service to the Normal School 
in Vancouver, but which had inter- 
ested teachers in training in health 
so that he felt now ‘‘every teacher is a 
health officer in her own classroom.” 

Staff meetings for general discus- 
sion of educational problems helped a 
great deal, especially where various 
staff members were being called on to 
do teaching work for which they had 
not been particularly prepared, said 
Dr. Dantow. Not only could staff 
members suggest to each other ways 
that a problem could be attacked 
on the two-or-more-heads-are-better- 
than-one idea, but it kept before the 
consciousness of all members of the 
staff the importance of education as 
a means of giving the public, or even 
an individual, a better understanding 
of health problems. 

Dr. Roger Knipe, medical health 
officer of the Kent County Health 
Unit at Chatham, Ontario, said that 
he felt that one of the great obstacles 
in health education as far as rural 
people were concerned was that a 
jargon was fast being worked up to 
which rural people certainly wouldn't 
listen, and that if the motives of 
health education were going to be 
stated in this lingo there would be a 
considerable gap between health edu- 
cation and the local problem. 

“When a health officer in a rural 
area, wanting help along educational 
lines, finds himself entangled in such 
phrases as ‘ideological barriers’, ‘self- 
evaluation schedules’, ‘experimental 
background’ and ‘stimulation of learn- 
er interest’—well, it doesn’t seem very 
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closely tied to his people. It seems, 
in fact, thoroughly unrealistic. I’d 
like to make an appeal for concrete, 
downright expression in discussion of 
health education,”’ he said. 

Miss Pearl Stiver, director of public 
health nursing, Ottawa, took up the 
question of educational opportunities 
for nurses, who form a part of every 
local health department. It had long 
been understood, she said, that public 
health nurses had a very considerable 
educational influence on the indivi- 
duals and families with whom they 
dealt, but the concept of what they 
could do along group lines was some- 
what newer. The breadth of the 
public health nurse’s opportunities 
for group education at clinics for 
expectant mothers and fathers, for 
example, was still not very widely ap- 
preciated. There were a good many 
other avenues that could be followed, 
Miss Stiver said—clinics for diabetics, 
for instance, or for venereal disease 
patients. 

As an example of the ways in which 
nurses could carry on such group edu- 
cation, Miss Stiver cited the case of 
Detroit, where a nurse was employed 
full-time going from the waiting room 
of one venereal disease clinic to an- 
other, talking to those awaiting treat- 
ment. 

Women’s clubs were groups with 
which nurses could work profitably, 
Miss Stiver thought, and also such 
groups as those organised by ‘“Y’s”’ 
One nurse, of whose work Miss Stiver 
knew, had packed a great deal of 
health teaching into a ‘‘charm class” 
for girls in the upper teens and early 
twenties. 

Miss Stiver said that she felt that 
some training in group techniques 
would be useful to public health 
nurses, and undoubtedly the presence 
on a staff of a trained health-educa- 
tion consultant would greatly in- 
crease the effectiveness with which 
nurses could put such techniques into 
operation. 

All members of the panel were in- 
terested in various ways of reaching 
the public, and Dr. Dantow and Dr. 
Knipe both spoke warmly of the ap- 
preciative co-operation from 
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and radio when their staffs were kept 
informed as to what was going on in 
the health department and let it be 
known that they were quite accessible 
to any reporter or editor wanting in- 
formation on matters of community 
health. 

Getting as wide a section of the 
community as possible to take part 
in health education ventures was em- 
phasized by both Miss Nix and Dr. 
Murray. 

‘What people hear they soon for- 
get, what people see they retain a 
while, but what people do becomes 
part of them,” said Dr. Murray as he 
outlined the way in which staff mem- 
bers of the health department worked 
with various voluntary agencies and 
told of the immense help received 
from the Greater Vancouver Health 
League in the matter of education. 

Enthusiasm for lectures as a means 
of health education was _ limited 
among the members of the panel. Dr. 
Dantow said the time taken in their 
preparation would not be begrudged 
if much was accomplished, but he was 
dubious of their effectiveness since 
they were generally attended by the 
converted. There were exceptions, 
as Dr. Knipe pointed out, of better 
opportunities, such as when a member 
of the health department was asked 
to speak to a club, but on the whole 
other methods were considered more 
effective. 

Emphasis was laid by all speakers 
on the fact that every member of the 
health department was responsible 
for a measure of health education, 
and that the desirability of obtaining 
the services of someone trained in 
educational methods was obvious. It 
must never be thought, however, that 

nce a health educator joined a staff 
the rest could or would slacken their 
educational efforts. The object of 
getting a health educator was to in- 
crease everyone’s effectiveness in edu- 
cation, not to take away the educa- 
tional responsibilities of all members 
of the public health team. 


—ANNE GRANT, M.A., M.P.H., Health 
Education Secretary, Canadian Tuber- 
culosis Association, Ottawa. 
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NEWS 


Appointment of Dr. Emile Martel 
as Assistant Director of Health 
Insurance Studies 


Dr. Emre Marter, of Quebec City, has 
been appointed an assistant director of health 
insurance studies in the Department of 
National Health and Welfare. He will assist 
in administering the Federal Government’s 
program of grants, totalling $35,000,000 a 
year, to aid the provinces in developing new 
health services and expanding existing ones. 


The director of this service is Dr. F. W. 
Jackson. 
Since 1933 Doctor Martel has been a 


member of the staff of the Ministry of Health 
of Quebec. He is now on leave of absence for 
a year. From 1934 to 1944 he lived in Amos, 
Que., where he organized medical and health 
services for settlers in this new area. In 1939 
he was named regional public health officer 
and in 1942 chief of medical for 
settlers. Two years later he organized a 
medical service for settlers on a province- 
wide basis. 

Doctor Martel was born at St. Raymond, 
Portneuf County, Quebec, and obtained his 
early education New Brunswick. He 
graduated in arts from Quebec Seminary in 
1922 and in medicine from Laval University 
in 1927. In 1933 he obtained the Diploma in 
Public Health from the University of To- 
ronto. 


services 


in 


British Columbia 


Mr. A. H. CAMERON, administrative assist- 
ant, Mr. J. H. Doughty, director of vital 
statistics, and Dr. F. McCombie, director of 
preventive dentistry, of the B.C. Department 
of Health and Welfare, attended the Mont- 
real meeting of the Canadian Public Health 
Association. Dr. McCombie gave a paper at 
the session of the Public Health Dentistry 
Section. 

Two Dentists, Dr. W. W. McLuhan and 
Dr. J. Michaelson, have joined the staff of 
the Division of Preventive Dentistry. Both 
are graduates of the University of Toronto. 
Dr. McLuhan has been appointed as dental 
director for the North Fraser Valley Health 
Unit and will serve school districts 42 and 


5 


75. Dr. Michaelson has been appointed in a 
similar capacity to the Simon Fraser Health 
Unit and will serve school district 43 (Co- 
quitlam). The appointment of these two 
dentists inaugurates the public health den- 
tistry program in British Columbia which 
has been under study and organization for 
some time. 

Dr. E. N. McKay, director of the East 
Kootenay Health Unit, has resigned to return 
to Ontario, after three years with the Pro- 
vincial Department of Health. Dr. W. G. 
Watts, who spent last year at the University 
of Toronto studying for the 
Public Health, 


unit. 


Diploma in 
will return as director of the 


Mr. E. J. Kipson, who has been ten years 
with the Provincial Department, has resigned 
from his position as senior sanitary inspector 


with the Central Vancouver Island Health 
Unit. Mr. Kidson wil! go into private busi- 
ness. 

Alberta 


EMERGENCY TREATMENT and public health 
services will be provided for the Slave Lake 
and Warner districts. The Slave Lake area in 
the Peace River district has a population of 
about 1,500, many of whom are 75 miles from 
medical and hospital service. The Warner 
district in the southern part of the province 
has about 1,800 people and is about 40 miles 
from the nearest hospital. The nurse in each 
district is responsible for developing pro- 
grams to improve child and maternal health, 
to prevent communicable diseases, to advise 
on nutritional problems, and generally to 
raise health standards. She is also available 
for emergency duty in case of sudden illness 
or accident. 

Sixty per cent of the costs of operating the 
service, which is estimated at about $4,700 for 
the current fiscal year, will be paid through 
the national health grants, with the remain- 
ing 40 per cent being paid by the community. 


Saskatchewan 

Dr. F. D. Mort, deputy minister of the 
Saskatchewan Department of Public Health, 
was a member of the official Canadian dele- 
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gation to the fourth World Health Assembly, 
the legislative body of the World Health 
Organization, which was convened in Geneva 
on May 7. The delegation was headed by 
another Regina man, Dr. A. E. McCusker, 
M.P., parliamentary assistant to the Honor- 
able Paul Martin, minister of national health 
and welfare. 

Dr. G. R. M. Apsey has been appointed 
regional medical health officer for the Way- 
burn-Estevan Health Region. For a number 
of years, Dr. Apsey was a member of the 
Indian Medical Service and served in India 
and Burma both in military and civil posts. 
For the last three years, he has been with 
the Pakistan Army Medical Corps, acting 
as senior executive medical officer and can- 
tonment health officer at Karachi. Before 
going to the Orient, he was resident medical 
officer in the communicable disease hospitals 
in London, England, for two years. Dr. 
Apsey qualified from Guy’s Hospital, London, 
with the conjoint diplomas of M.R.C.S. 
(Eng.) and L.R.C.P. (Lond.). He received 
his M.D. degree from the University of 
Lausanne, Switzerland, and his D.P.H. from 
the Royal Institute of Public Health in 
London. 

THE DEPARTMENT OF Pustic HEALTH has 
established a Division of Occupational Health 
which will be concerned with all matters 
affecting the health, safety, and welfare of 
people at their place of work. The director 
of this division is Dr. D. K. Cowan, who 
comes from England and who has served, for 
the past three and one-half 
dustrial officer 


years, as in- 
with the Stanton 
Ironworks Company and subsidiaries near 
Nottingham. 


medical 
After more than four years 
spent in hospitals and general practice, Dr. 
Cowan joined the Colonial Medical Service 
in 1936, serving in the Falkland Islands and 
in West Africa, where he was medical 
officer-in-charge of the Bamenda Division, 
Nigeria. Before qualifying in Edinburgh with 
the conjoint diplomas of the Scottish Col- 
leges, L.R.C.P. and S. (Ed.), L.R.F.P. and 
S. (Glas.), he had obtained the dental quali- 
fication of L.D.S., R.C.S. (Ed.). After post- 
graduate study, Dr. Cowan was granted the 
Diploma in Industrial Health (D.I.H.) from 
the Royal Colleges of Physicians and Sur- 
geons, England. 

STANLEY RANops, M.A., assistant director 
of the Division of Health Education, was 
elected health convener for the Saskatchewan 
Federation of Home and School Associations. 
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He succeeds Dr. Griffith Binning, physician 
for the public schools in Saskatoon. 

KeitH S. Armstronc, M.A. Dip. S.W., 
assistant director of the Child Health Di- 
vision and in charge of Crippled Children’s 
Services, is the recent winner of a counsellor 
training scholarship awarded by the Alpha 
Gamma Delta (international women’s fra- 
ternity) and the National Society for Crip- 
pled Children and Adults. This scholarship 
provided for a four-weeks’ course, which in- 
cluded medical background, disabling condi- 
tions, vocational counselling, and evaluation 
of mental and aptitude testing, at the Insti- 
tute for Physical Medicine and Rehabilitation 
(Bellevue Medical Centre) in New York. 
After his return to Regina, Mr. Armstrong 
received a certificate of appointment as an 
active member of the International Society 
for the Welfare of Cripples which has its 
headquarters in New York. This certificate 
has no relation to the counsellor training 
course taken by Mr. Armstrong. 


Manitoba 


Dr. Mortey S. Ettiort, Director of Health 
Services in the Department of Health 
and Public Welfare, was installed as presi- 
dent at the thirty-ninth annual meeting of 
the Canadian Public Health Association, held 
in Montreal May 28 to 31. The Association’s 
fortieth annual meeting will be held in Win- 
nipeg, at the Fort Garry Hotel, June 15-18, 
1952. 

Dr. Paut L'Heureux, who has held the 
position of medical director of the St. Boni- 
face Health Unit since 1939, has resigned to 
accept the post of medical superintendent of 
St. Boniface Hospital. 

T. S. Jonnson, C.S.1.(C.), sanitary in- 
spector with the Neepawa Health Unit, has 
been granted six months’ leave of absence to 
take an officers’ qualifying course at Camp 
Borden. 

C. E. McEwen, sanitary inspector with the 
Portage la Prairie Health Unit, has resigned 
his post to take an officers’ qualifying course 
at Camp Borden. His resignation was 
effective June 1. 

Dr. L. T. Kurtanp, of Baltimore, Md., 
was in Winnipeg in mid-May to establish 
ground-work for a research project on mul- 
tiple sclerosis. The project will start here in 
June when Dr. Kurland will return with co- 


workers Dr. Knute B. Westlund, nurse 


Marion O’Neil and executive assistant Kay 
Heinmuller. At the completion of the Win- 
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nipeg study, Dr. Kurland and his associates 
Orleans, La., where a 
companion study will be carried out. Find- 
ings from north and south will be compared 
in an effort to 


will leave for New 


determine why multiple 
sclerosis is more prevalent in the northern 
zone. Joint financial backing for the project 
stems from the United States Public Health 
Service and from a National Health Grant. 

Pusticity for the Third Biennial Western 
Regional Conference on Social Work was 
planned and presented by the health and 
welfare education bureau of Manitoba’s De- 
partment of Health and Public Welfare. The 
conference, attended by more than 400 repre- 
sentatives of social agencies and welfare 
organizations of the four western provinces, 
was held at the Fort Garry Hotel in Win- 
nipeg, May 7 to 10. The theme of the confer- 
ence was “Welfare Services—a Bulwark of 
Democracy”. K. O. Mackenzie, director of 
public welfare in Manitoba, was president of 
the conference. 


Ontario 


Tue Exoin-St. THomMAs HEALTH UNIT in 
southwestern Ontario is planning to set up a 
preventive dental service for children of pre- 
school and school age. Ever since this health 
unit was established, its officers have been 
concerned about the lack of adequate dental 
health services. They estimate that at least 
90 per cent of the children of pre-school and 
school age suffer from dental decay, pre- 
mature maloclusion or other 
remedial condition of the teeth and mouth. 
Early last year a survey made by Dr. L. B. 
Pett, chief of the nutrition division, and Dr. 
H. R. McLaren of the dental health division, 
Department of National Health and Welfare, 
revealed that eight out of every ten children 
examined had decayed teeth when they en- 
tered school, and in all age groups past 
twelve years nine out of every ten children 
had decayed permanent teeth. Gingivitis was 
prevalent in 12 per cent of the children exam- 
ined. The survey also showed that rural 
children are receiving about half the dental 
care given urban children. 

The new preventive program was worked 
out with the assistance of the Elgin-St. 
Thomas Dental Association and is scheduled 
to begin operations July 1. The staff will con- 
sist of a dentist trained in dental public 
health, a dental assistant, and a clerk-steno- 
grapher. They will be responsible for carry- 
ing out a thorough dental survey among the 


extractions, 
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pre-school and school-age population and 
developing a program of education among 
parents and children concerning the causes of 
dental decay and ways of preventing dental 
illnesses. The project will be financed by a 
grant of $8,900 from the federal health funds. 

Tue Larce ATTENDANCE at the annual 
convention of the Industrial Accident Pre- 
vention Association, held in the Royal York 
Hotel, Toronto, on April 23 and 24, shows 
the great interest taken by Ontario industry 
in the safety movement. Over 3,000 delegates 
—directors, managers, foremen and industrial 
nurses—came from plants throughout the 
province. One of the exhibits which drew 
much attention was a miniature plastic model 
of a health centre, displayed by the Division 
of Industrial Hygiene of the Ontario Depart- 
ment of Health. This model, complete with 
furniture and equipment to scale, represented 
a health centre for a medium-sized factory. 


Newfoundland 


A PLAN to bring public health preventive 
dental services to children in the St. Barbe 
district will be aided by a federal health 
grant. The development of this service for 
the children on the western coast of the 
island’s northern peninsula is a joint under- 
taking with the Junior Red Cross Society 
and the Newfoundland Department of Edu- 
cation. The former is providing funds for 
salaries and technical supplies; the latter is 
supplying the boat to carry the dentist and 
his assistant from place to place. The federal 
grant covers extra costs in bringing the 
service to isolated settlements. When the 
service is fully in operation, the plan is to 
provide all types of dental work for all child- 
ren in the Bonne Bay Cottage Hospital 
district. 

A federal grant will also contribute toward 
providing an assistant medical health officer 
for the Springdale hospital district. Besides 
assisting the senior medical officer, this 
doctor will give particular attention to 
tuberculosis control, the prevention of ill- 
nesses, and other public health duties that 
may develop around the hospital. Equipment 
will also be provided for the orthopaedic 
division of the Western Memorial Hospital, 
Corner Brook. 

The total cost of these projects is estimated 
at about $5,800. They were recommended for 
inclusion in the national health program by 
Newfoundland’s Minister of Health, the Hon. 
J. R. Chalker. 





EMPLOYMENT SERVICE 


Advertisements regarding “positions available’ and “personnel available’ will be published in from one 
to four consecutive issues, depending upon the requirements of the agency or person concerned. They are 
limited to seventy words or less, with a confidential box number if desired. There is no charge for this 
service to members of the Association. Health agencies are charged a flat rate of $10.00 for the advertisements 
{up to four consecutive issues) and for the service. The rate for non-members is $5.00. The service includes 
confidential clearing of information between prospective employer and employee if desired. 


Sanitary Inspectors Wanted: The Department of Health and Public Welfare 
of the Province of Manitoba has several openings for sanitary inspectors. 
Applicants must be under 40 years of age with an education equivalent to 
university entrance, must have Certificate in Sanitary Inspection (Canada) 
issued by the Canadian Public Health Association, and preferably 6 months’ 
practical training under a qualified sanitary inspector. Starting salary is 
$160.00 per month. Permanent position if services satisfactory with full Civil 
Service benefits such as pension plan, liberal sick leave, 3 weeks’ vacation 
with pay, etc. For full particulars apply to: Manitoba Civil Service Com- 
mission, 247 Legislative Building, Winnipeg, Manitoba. 


Wanted: Public Health Nurses for the East York-Leaside Health Unit. Salary 
range $2,200 - $2,800; allowance for experience. Generalized program in an 
urban area adjacent to Toronto. Write to the Director, East York-Leaside 
Health Unit, Coxwell and Mortimer Avenues, Toronto 6, Ontario. 4/ 


Vacancy for Medical Director, well established city-county health department, 
west central Wisconsin. Beginning salary $9,000. For further information con- 
tact Eau Claire City-County Health Department, Eau Claire, Wisconsin, U.S.A. 





City of Vancouver: There are several vacancies for doctors with public health 
training in the Vancouver Health Department. DUTIES: To perform admini- 
strative and preventive medical duties in conducting a generalized public 
health program. QUALIFICATIONS: Graduation from an approved school of 
medicine. Post-graduate training in public health. Some experience as an 
interne and in private practice. Eligible for License to practise in British 
Columbia. Preferably under age 40. SALARY: $492.00 to $590.00 per month. 
Five-day week. Sick leave and superannuation plans. Please obtain application 
forms from and return to the Personnel Director, Room 210, City Hall, Van- 
couver, B.C. 


Public Health Nurse required for generalized program with Bruce County 
Health Unit. Minimum salary $2000.00, with allowance for experience. Four 
weeks’ vacation and Blue Cross Hospital Plan available. Car provided. Apply 


to Miss F. L. Fish, Supervisor of Nurses, Bruce County Health Unit, Walker- 
ton, Ont. 





Public Health Nurses: Peel County Health Unit requires public health nurses 
for a generalized program. Unit is near Toronto. Salary range $2200.00 to 
2600.00 per annum, liberal car allowance, holiday and sick-leave benefits. 
Write Dr. D. G. H. MacDonald, Court House, Brampton, Ontario, for full 
information. 





